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The communicable diseases constitute a group of mal- 
adies that take an immense toll in death and disability 
among the citizens of the United States. Of every 10 
deaths that occur, one is caused by a communicable dis- 
ease. The situation is far more serious in the younger 
age groups (those under 35 years), where the ratio is 
1 to 4, but it is still important in the older age groups, 
where the ratio is 1 to 12. These are impressive figures, 
but deaths account for only a part of the losses due to 
communicable diseases. The sickness and disability that 
they cause also must be considered. The records of the 
National Office of Vital Statistics, our principal source 
of information on infectious disease morbidity, show that 
about a million and a half cases of the notifiable diseases 
are reported annually in this country. To this total must 
be added the illnesses from those diseases that are not 
nationally reportable. Included in this latter category are 
pneumonia, influenza, and other upper respiratory dis- 
eases; attacks of diarrhea and gastroenteritis; and many 
other less well defined and local infections. The infec- 
tious diseases, as a whole, account for the majority of ab- 
sences among the working population and among school 
children, and they are the main cause of absences from 
duty in our armed forces. 

The various sequelae in the middle and late years of 
life resulting from contraction of infectious diseases dur- 
ing childhood and youth constitute another source of 
loss that is becoming of more and more importance with 
the aging of our population. Precise estimates of these 
losses are difficult to obtain, but it is generally accepted 
that the effects of injurious products of an infectious 
disease or the infectious organism itself may lead to 
many degenerative lesions of the liver, kidney, heart, 
pancreas, and glands of the alimentary tract, as well 
as to thrombophlebitis, aneurysms, and pathological 
changes in the nervous system. For instance, the follow- 
up of cases of chronic viral hepatitis and of carriers of 
the causative agent suggests that chronic fibrosis of the 
liver is far more closely related to the virus attack than 
has been realized. Often the degenerative conditions that 
follow invasion by pathogenic organisms may persist for 


such a long time after the disease has disappeared that 
the origin of the condition is forgotten or ignored. In 
certain instances some sequelae, such as syphilitic heart 
disease, are so well delineated that the name of the orig- 
inal acute condition persists in the nomenclature of the 
later disability. In addition there are numerous other old 
age sequelae of acute infectious diseases, including the 
decompensated heart of rheumatic fever origin, the liver 
abscess due to amebiasis, and chronic nephritis ascribed 
to earlier streptococcic infection. Thus, the suppression 
of episodes of communicable disease might well go far 
toward reducing much of the invalidism that now char- 
acterizes the late decades of life. 

No attempt will be made to estimate the losses due to 
infectious diseases in terms of dollars and cents, but the 
total is in the billions. It is perhaps sufficient to point out 
that sales of antibiotics alone amount to approximately 
one billion dollars annually, according to estimates based 
on the records of the United States Tariff Commission. 

It is common knowledge that within the present cen- 
tury some of the most spectacular and dreadful of the 
infectious diseases, among them yellow fever, typhus, 
plague, and smallpox, have been reduced to such an ex- 
tent that they presently are considered to be of minor 
importance. The degree to which any one of them is held 
in check, however, is dependent on the extent to which 
time-tested as well as modern control measures, includ- 
ing the more recently discovered techniques of chemo- 
therapy, are applied. The infrequency with which such 
diseases are seen does not mean that they have been 
eliminated as matters of public health concern; rather, 
it is an indication that death and illness from the major 
killers of half a century ago can now be largely prevented 
through immunizations, vaccinations, proper sewage dis- 
posal, protection of food and water supplies, destruction 
of disease-bearing insects and rodents, prompt attention 
to focal points of infection in the environment and the 
population, quarantine activities, and by the high levels 
of personal hygiene that have become a part of our way 
of life. Workers in the public health field, with pride in 
these significant achievements, now aim toward similar 
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progress in the control of all communicable diseases, 
many of which occur much too frequently in the United 
States to permit any complacency. 


VIRAL DISEASES 


Perhaps of greatest concern at the moment is the viral 
diseases problem. Virology, as an integrated biological 
science, is less than 10 years old, and knowledge of the 
behavior of the ultramicroscopic viruses, both in man 
and his environment, is still fragmentary. The viral dis- 
eases of man, of which more than 40 are known, include 
such major epidemiological problems as the upper respir- 
atory disorders typified by the “common cold,” polio- 
myelitis, infectious hepatitis, arthropod-borne encepha- 
litis, psittacosis, rabies, yellow fever, measles, mumps, 
and smallpox, and, among animals, such diseases as foot- 
and-mouth disease, rinderpest, distemper, and myxo- 
matosis. 

Poliomyelitis—The problem of poliomyelitis in the 
United States cannot be accurately measured by the 
more than 36,000 cases reported in 1953 or by the 
58,000 cases reported in a high epidemic year such as 
1952. This baffling disease is now distributed over the 
entire United States, and its incidence has been increas- 
ing for more than a decade. The long crippling effects 
following paralytic cases, and the hysteria that accom- 
panies an epidemic, are matters of both local and na- 
tional concern. Poliomyelitis also is increasing in many 
other parts of the world, which suggests that we may be 
witnessing a world-wide pandemic, the end of which is 
not yet in sight. 

Great strides have been made in determining the char- 
acteristics of poliomyelitis and toward the development 
of an effective vaccine for its prevention. This progress 
is encouraging and allows the control problem to be ap- 
proached with increasing intelligence, but it does not jus- 
tify any lessening of efforts to uncover ¢he basic epi- 
demiological principles that govern its occurrence and 
spread. This disease will continue to be an enigma until 
these principles are determined. Also, the complex na- 
ture of poliomyelitis presents many difficult diagnostic 
problems, the solution of which requires more efficient 
methods of laboratory diagnosis. 


Viral Hepatitis.—Infectious hepatitis, another viral 
infection, has increased in incidence at a rapidly acceler- 
ating rate during the past few years. In 1951, a total of 
44 states reported 7,349 cases, principally in local out- 
breaks; in 1952, after the disease had been added to the 
list of nationally notifiable diseases, 46 states reported a 
total ot 17,428 cases; and, in 1953, with reports in from 
47 states, the annual incidence reached 33,700 cases. 
For 1954 the preliminary figures show a total of 50,000 
cases reported in the 48 states. The viral nature of in- 
fectious hepatitis and of related serum hepatitis was dis- 
covered only recently, and control measures have not yet 
been defined, although for infectious hepatitis, gamma 
globulin has been effective in reducing the occurrence of 
secondary cases among family contacts. While person-to- 
person spread probably accounts for a large proportion 
of cases of this disease, common-source outbreaks 
through contaminated food or water also occur. We 
know that serum hepatitis is transmitted by way of blood 
or blood products, but many aspects of the relation of 
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serum hepatitis to infectious hepatitis are puzzling. Me- 
chanical transmission as a means of spread of these two 
highly infective diseases cannot be overlooked in this day 
of frequent injections and blood transfusions. 

Arthropod-Borne Viral Encephalitides.—The arthro- 
pod-borne viral encephalitides present a complex epi- 
demiological picture. In addition to man, these viruses 
affect horses, mosquitoes, mites, birds, mice, snakes, and 
probably other animals. The precise role each of these 
species plays in the ecology of the encephalitis viruses is 
not known. Man appears to be only an accidental host in 
a complicated life cycle among other animals that are the 
primary hosts. 

In some years, the incidence of the disease in man is 
characterized by a few scattered sporadic cases, while in 
other years, in some particular area, an outbreak of epi- 
demic intensity will occur, involving both man and 
horses as well as other animals. An episode of this nature 
took place in the summer and fall of 1952 in the Central 
Valley of California, when some 800 human cases and 
400 equine cases were recorded. The most recent out- 
break occurred in 1954 in a county on the U. $.—Mexico 
border. The first case occurred in July, and by the last 
week of August the epidemic had reached its peak. Al- 
though only 373 cases were recorded through official re- 
porting channels, medical personnel sent to the field dur- 
ing the outbreak estimate that there were probably from 
800 to 1,000 cases among the population of the county. 
A total of nine deaths occurred during the epidemic. 
From a previous 10 year history of an occasional re- 
ported case of encephalitis, this disease spurted to epi- 
demic proportions within the short space of less than two 
months, taxing both medical and public health facilities 
of the area. 

In addition to our native encephalitides, there are 
other types, such as Russian, Japanese, and Venezuelan, 
which occur in various parts of the world, and it is not 
known what forces in nature may introduce these viruses 
among our insects and animals; nor are the factors 
known that produce proliferation of the viruses, with en- 
suing infections among man. Indeed, these diseases are 
of such complexity that many different approaches un- 
doubtedly will be necessary to elucidate and disentangle 
the host-virus relationships. 

Psittacosis.—Psittacosis, a viral disease that produces 
atypical pneumonia, has shown a marked increase in re- 
cent years. From an average of some 28 reported cases 
per annum from 1945 through 1951, the incidence rose 
to 135 and 169 in 1952 and 1953 respectively. In 1954, 
the annual total increased to 444 cases. The disease is 
present among parakeets, which recently have become 
a favorite among household pets, and is also present 
among some of our domestic flocks of fowl. A sick para- 
keet and a stubborn respiratory disease in a member of 
the household is sufficient reason for suspicion of psitta- 
cosis. Unfortunately, no immunizing agents have been 
developed that can be used against psittacosis in either 
bird or man. Its control involves cooperation of owners, 
producers, and distributors in treating or destroying dis- 
eased birds, as well as education of the bird-loving popu- 
lation. 

Rabies.—Rabies is one of the frightful infections from 
which man has suffered since ancient times. Few deaths 
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are reported each year, but the majority are among chil- 
dren 5 to 14 years of age, an age group of enormous 
emotional appeal in any community. The administration 
of the long series of injections necessary to prevent rabies 
following a bite from an infected animal is a particularly 
disagreeable procedure and is fraught with danger. The 
reservoir of the disease is in dogs and in various species 
of wild animal life. Recently the list of animals known 
to harbor rabies was increased by the discovery of the 
virus in insect-eating bats. This finding indicates that the 
reservoir of the disease may be much larger than hereto- 
fore had been suspected and points to the necessity of 
further investigations to determine all animal species 
that could be responsible for transmitting rabies to do- 
mestic animals and man. 

Smallpox.—Smallpox, another ancient viral infection, 
is reported every year, but confirmed cases of the dis- 
ease are rare. The last outbreak of any consequence in 
the United States occurred in New York City in 1947, 
when one imported case gave rise to 11 subsequent cases 
among those in close contact with this patient. Few resi- 
dents of that city will ever forget the consternation 
caused by this episode, which disrupted and overtaxed 
the normal public health services of the city. Universal 
vaccination may be an accepted principle, but it needs 
only an outbreak of this nature to show that vaccination 
is not universal practice. 

Yellow Fever—Yellow fever, one of the most viru- 
lent of the virus diseases, has been eradicated from the 
United States. An indigenous case of this disease has not 
been reported in this country for 50 years, and recur- 
rence of yellow fever here in epidemic form is looked 
upon as only a remote possibility. Nevertheless, the 
Aedes aegypti mosquito, the urban vector of yellow 
fever, abounds in our southern states. This, coupled with 
the fact that the reservoir of the virus persists in the ani- 
mals of the Central and South American jungles from 
which the disease periodically “spills over” into urban 
populations of port cities, makes the chance that yellow 
fever may be introduced in this country one that can- 
not be ignored. It justifies not only the strict enforce- 
ment of quarantines but also the keeping in readiness of 
a plan for immediate eradication should the need arise. 

“Common Cold.’’—The last of the viral diseases to be 
considered here is that complex infection known as the 
“common cold” with which everyone is familiar. This 
ailment, although considered to be one of the less severe 
infections, is the source of a great deal of human misery 
and discomfort. It is also one that causes enormous 
economic loss. Because the common cold is not a re- 
portable disease, only generalizations regarding this loss 
can be made. If we assume, for instance, that the 60 mil- 
lion workers in the United States lose an average of only 
one day per year because of a “cold,” the resultant loss 
is the equivalent of 230,769 man-years of work, or, 
stated differently, a loss to our labor force of a quarter 
million workers a year. Furthermore, if we assume a 
conservative annual wage of $2,500 per worker, the total 
annual loss amounts to over 500 million dollars ($576,- 
922,500). 

Pneumonia and Influenza.—The history of pneu- 
monia and influenza deaths in this country has been 
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marked by periods of high incidence, although the over- 
all trend has been downward since the great pandemic of 
1918. These diseases represent a group of infections 
caused by both viral and bacterial agents, and, although 
the deaths due to pneumonia and influenza are at the 
lowest figure in the history of this country, the rate is 
still around 32 per 100,000 population, a rate that was 
achieved in 1949 and that in succeeding years has re- 
mained the same. Thus, these diseases rank as a major 
cause of death. Pneumonia is an important secondary 
cause of death in other pathological conditions and in- 
juries. In 1940, the most recent year for which a na- 
tional study of joint causes of death is available, it was 
found that for every 10 deaths for which the primary 
cause was pneumonia or influenza, there were 6 addi- 
tional deaths in which pneumonia was a secondary cause. 


BACTERIAL DISEASES 

The diseases next to be considered are those caused 
by bacteria. These pathogenic agents, through infection 
of the heart, kidney, brain, and blood, play an important 
role in initiating degenerative diseases during the pro- 
ductive years of life, and much remains to be learned 
about the mechanisms of the infective processes. It is 
against these specific infections that the antibiotics have 
been so dramatically effective; however, with the in- 
creasing and not too discriminating use of the antibiotics, 
the emergence of resistant strains of pathogens in now 
posing problems not only to clinicians and hospitals but 
to the general community. Resistant strains of tubercle 
bacilli are now a well-known phenomenon. Resistant 
strains of the micrococci, considered to be the most im- 
portant and common cause of bacterial infections, may 
be acquired from symptomless carriers. Control of these 
strains of bacteria, as has been pointed out by workers 
in this field, requires extended knowledge concerning 
the fundamental nature of the mechanisms involved in 
the mode of action of the antibiotics and of the factors 
involved in the development of resistant strains. Equally 
important is further clarification of the epidemiology of 
infection by both the resistant and the nonresistant 
strains. 


Streptococcic Sore Throat and Scarlet Fever.—Strep- 
tococcic sore throat and scarlet fever cases have been 
reported in increasing numbers in recent years, although, 
like pneumonia and influenza, the long-time trend has 
been downward. With the advent of antibiotics, the in- 
cidence of scarlet fever and streptococcic sore throat fell 
steadily from its last peak of 200,539 cases in 1944 toa 
low of 64,494 in 1950. Since that time, there has been 
a continuing upward trend in the annual number of 
cases, reaching totals of 85,151 in 1951; 113,677 in 
1952; and 132,935 in 1953. This past year (1954) 
nearly 145,000 cases were reported. This is the highest 
annual total recorded since 1945. Could the recent in- 
crease in the number of reported cases be an indication 
that the antibiotics, while effective as a curative, have 
not been effectual in preventing transmission of the dis- 
ease? 

It is of interest to note that less than a hundred years 
ago this invading Streptococcus was among the leading 
causes of death in children. Formerly fearful and highly 
fatal maladies, these infections today are considered to 
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be mild and innocuous; nevertheless, the role that they 
play in subsequent valvular heart disease is of particular 
concern. Each year some 35,000 deaths are attributed 
to heart disease of rheumatic or pyrogenic origin. 

Epidemic Cerebrospinal Meningitis last epi- 
demic of cerebrospinal meningitis in this country oc- 
curred between 1942 and 1947, reaching its peak in 
1943-1944. During the epidemic, a total of some 56,000 
cases was reported, with a mortality of 9,000 or roughly 
20%. Since the 1948 low, when only 3,376 cases were 
reported, there has been an annual increase to a total of 
5,077 cases in 1953. During the period 1948-1951, ap- 
proximately 15,000 cases were reported, together with 
4,000 deaths, yielding a case fatality rate in excess of 
25%, which is much higher than the 5% fatality rate 
reported for cases of this disease occurring in the Army 
during World War II. The high civilian rate, when com- 
pared to the military, may be a reflection of the incidence 
of the disease in a different age distribution, underre- 
porting of civilian cases, and delays in obtaining medical 
care and institution of proper therapy. The epidemiology 
of epidemic cerebrospinal meningitis has not been fully 
delineated. Its rise to an epidemic peak is more deliber- 
ate than that of other communicable diseases. Within an 
epidemic cycle there is an annual waxing and waning, 
with increasingly higher incidence in successive years, 
until the epidemic reaches its maximum. The ascent re- 
quires from two to five years, and the decline follows the 
Same pattern. 

Diarrheal Diseases.—The diarrheal diseases continue 
to be a public health problem of considerable magnitude. 
These are not nationally reportable diseases, and one 
can only guess the total number of cases. We know, 
however, that during the five years from 1947 to 1951 
more than 35,000 deaths from these infections were re- 
corded among children under 5 years of age. Epidemic 
diarrhea of newborn infants caused some of these deaths, 
but approximately 90% of them occurred among chil- 
dren over one month of age. These diseases are amena- 
ble to control, since most of the deaths have occurred 
in substandard areas where sanitation falls below the na- 
tional average; however, many of the etiological agents 
are unknown, and the epidemiology of the known patho- 
gens is not fully understood. Particularly in need of 
clarification are relationships between diarrheal diseases 
and parasitic infections. The key factors in sanitation 
that are responsible for the spread of these diseases are 
yet to be discovered, as is the role of familial relation- 
ships in person-to-person dissemination. 

Other gastrointestinal infections of bacterial origin, 
bacillary dysentery, and typhoid and paratyphoid and 
other salmonelloses, are of varying importance today in 
the United States. Typhoid has been declining constantly 
since the turn of the century and in 1951 reached a low 
of 2,128 cases; however, in 1952 and 1953 the num- 
bers of reported cases were slightly in excess of this fig- 
ure. On the other hand, reports of paratyphoid and 
other Salmonella infections have shown a gradual in- 
crease from 712 cases in 1944 to 3,946 in 1953. Inci- 
dents involving food poisoning due to bacterial con- 
tamination occur with a frequency not warranted by our 
reputed high standards of hygiene and long experience 
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with these pathogens. Outbreaks of amebiasis, an as- 
sociated enteric disease caused by a protozoal agent, 
occur with increasing regularity. Between 3,000 and 
5,000 cases of amebiasis have been reported annually 
since 1944. The fact that outbreaks of these various 
enteric diseases can and do occur, requiring immediate 
intensive attention for their control, indicates that there 
can be no letup in the attention we give to this group of 
infections. 


Diphtheria.—The low incidence of diphtheria, with 
only 2,355 cases in 1953 for the nation as a whole, is 
not an accurate index of the importance of the disease, 
for outbreaks continue to occur in which the incidence 
rates are extremely high. The level of immunity is not 
known for most of our communities, and when or where 
an introduced case of diphtheria will result in an out- 
break cannot be accurately predicted. An example of 
the “flaring up” of diphtheria is the outbreak in one of 
the counties of a western state that occurred in the early 
spring of 1953. This county, with a population of 42,- 
000, had had very few cases of diphtheria, three or less 
per annum, in the previous 10 years. In January of 
1953, a single case was reported, and it was followed in 
the succeeding weeks of February and March by a total 
of 52 cases. Thus, after a long period of quiescence, an 
annual attack rate of over 125 cases per 100,000 popu- 
lation occurred. 

In November, 1954, a county on the Ohio River, 
with a diphtheria-free history of a period of at least 10 
years, experienced an unusually severe outbreak. In 
this county of some 9,500 inhabitants, a total of 24 cases 
was reported by local physicians, and an additional 11 
cases were discovered by medical personnel investigat- 
ing the epidemic. Four of the cases terminated fatally, 
and another child was left with a serious myocarditis. 
Preliminary findings in a survey of the immunization 
status of the school children in this county indicated that 
perhaps only a third were adequately protected against 
the disease. 

Diphtheria is a disease of concern not only to the 
public health authorities who campaign the year round 
for immunization of preschool and school children but 
also to the clinician, who always must consider the possi- 
bility of the disease among his patients. 


Tuberculosis and Venereal Diseases.—Tuberculosis 
and the venereal infections have been and are still being 
subjected to intensive control efforts by federal, state, 
and local health departments. Progress has been made 
in reducing both of these diseases; nevertheless, they 
still remain of great importance insofar as the general 
health of the nation is concerned. It is estimated that at 
present there are 1,200,000 cases of tuberculosis in this 
country, 400,000 of which are active and 800,000 in- 
active but under medical supervision. Although the 
number of deaths annually both here and abroad has 
declined at an accelerated rate in recent years, the case 
rate shows no similar decline. More than 100,000 newly 
discovered cases have been reported annually in the 
United States during the past 10 years. This high level 
of reported cases may be due to more effective and 
earlier case finding by health workers and may obscure 
an over-all decrease. We must, however, agree with the 
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British observers that, so long as active cases are re- 
ported in such impressive numbers, it cannot be assumed 
that tuberculosis is a conquered disease. 

Disability and death from the venereal diseases also 
have been diminishing in recent years. Nevertheless, the 
magnitude of the current problem can be gauged by the 
more than 150,000 cases of syphilis and some 250,000 
cases of gonorrhea that were reported for the civilian 
population during 1953. These are only the reported 
cases, and it is certain that many infections remain un- 
detected. Practical reliable laboratory diagnostic tests 
are yet to be discovered. There are no known immuniz- 
ing agents against either syphilis or gonorrhea, and, until 
such are discovered, intensive case-finding activities, 
education of the public, and prompt administration of 
therapy must continue as the best means of controlling 
the spread of these infections among our population. 

Dermatomycoses.—The fungous diseases of the skin 
constitute another group of infections of immense im- 
portance in this country, not only because they impair 
the health and happiness of a large portion of our popu- 
lation but also because, under circumstances of stress, 
they can be disabling diseases. Dermatophytosis (ath- 
lete’s foot), for example, is a widespread and harassing 
ailment. It is highly infectious, and its cure may require 
years of treatment. During World War II, 8% of all 
hospital admissions among the armed forces were for 
cutaneous disease, and dermatophytosis was second on 
the list. Among the civilian population, it is the athleti- 
cally inclined high school and college students especially 
who incur a high incidence of the disease, and they are 
the members of our armed forces of tomorrow. 

Tinea capitis, another disease in the same category, is 
a troublesome problem to the school, to the child, and to 
his parents. In the southwestern states there is a newly 
discovered type of epidemic tinea capitis that affects 
both children and adults. It is difficult to detect because 
the lesions are often minimal, and it is a stubborn dis- 
ease to cure. It may persist for years, and untreated cases 
frequently result in permanent baldness. 

There is no information on prevalence of fungous dis- 
eases, but undoubtedly the total number of infected 
persons is very high. Approximately 3 million dollars 
was spent in 1953 on across-the-counter packaged me- 
dicaments for dermatophytosis alone, and this does not 
include remedies prescribed by physicians. 


COMMENT 


The foregoing discussion has been concerned with 
some of the more important communicable disease prob- 
lems of long standing. In addition, there are others de- 
manding attention. Clinical and epidemiological studies 
are continually expanding our knowledge of disease en- 
tities whose etiologies previously have been obscure. 
Determination of the prevalence, geographical distribu- 
tion, and modes of spread of these newly identified infec- 
tious diseases is a continuing problem of present and 
future years. With advances in methods of clinical and 
laboratory differentiation, cases of toxoplasmosis, lepto- 
spirosis, Q fever, and systemic fungous infections such as 
histoplasmosis, blastomycosis, and coccidioidomycosis 
are being reported in the medical literature with increas- 
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ing frequency. Toxoplasmosis, a protozoal infection that 
infants may contract from their carrier mothers, causes 
mental retardation and blindness. Leptospirosis, a spi- 
rochetal disease found in many parts of the world in- 
cluding the United States, is carried by the rat, dog, cow, 
and other animals. It may be contracted in contaminated 
waters and may or may not be accompanied by jaundice. 
Q fever, a pneumonia-like infection, occurs along the 
Pacific Coast and in the southwestern sections of this 
country. The systemic fungous infections, which in 
their acute and chronic stages are frequently misdiag- 
nosed as tuberculosis, are endemic in many areas of the 
country. Others of the ill-defined syndromes of today 
undoubtedly will be differentiated and traced to specific 
etiological agents by use of improved diagnostic meth- 
ods. 

Each facet of the problem of infectious diseases pre- 
sents a continuing challenge. It is essential to be con- 
stantly alert to prevent the reestablishment of the dread 
diseases of the past; to develop control measures for 
those diseases, particularly viral infections, which today 
spread without restraint; to apply with greater effective- 
ness those preventive measures that are available today; 
and to continue to expand knowledge of diseases of ob- 
scure etiology. 

It is obvious that the conquest of the communicable 
diseases is one of the compelling problems of our time. 
The principal victims of these diseases are not the older 
men and women who look forward to a future of quiet 
and uneventful pursuits; they are the young and vigorous 
segments of the population on whom the present and fu- 
ture productive power of the nation depends. The chil- 
dren and younger men and women must have a top 
priority in our health programs if we are to assure the 
vitality and stamina of our future adult populations. 


50 Seventh St. N. E. (5). 


Dangers in New Dentifrices.—Since the addition of antienzymes 
to the various commercial dentifrices physicians and dentists are 
encountering a new oral lesion. This entity has taken many 
bizarre and complicated forms, and its correct diagnosis neces- 
sitates inquiry as to the patient’s use of antienzyme dentifrices. 
The symptoms have been alarming to most patients; a few 
developed neurotic fears, such as cancerphobia, before the cor- 
rect diagnosis was established. Many people are using anti- 
enzyme dentifrices without developing any . . . symptoms or 
lesions. It seems, however, that persons using antienzyme 
dentifrices should use one commercial brand, rather than switch 
from one to another, because . . . changing brands seems to 
build up or produce a sensitivity to the antienzyme. It is 
possible that the antienzymes, in addition to neutralizing the 
enzymes necessary to bacterial growth, also neutralize some of 
those enzymes which are necessary to the existence of the normal 
oral epithelium, thus producing a condition which causes a 
degeneration of the surface epithelial cells. In no way do I 
discount any of the merits of antienzyme dentifrices, but only 
wish to point out a new syndrome in the array of oral conditions. 
Many patients using the antienzyme dentifrices have stated that 
when they began using them they noted pain in the tongue and 
mouth which gradually disappeared on continued use of the 
dentifrice. Some patients have noticed the oral syndrome only 
after changing from one brand to another. Some have been 
unable to tolerate any type of antienzyme dentifrice.—Lieut. 
Col. W. B. Simms (DC), U. S. Army, Oral Lesions Caused by 
Antienzyme Dentifrices, United States Armed Forces Medical 
Journal, July, 1955. 
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USE OF STEROID ANESTHESIA IN SURGERY 


Frank J. Murphy, M.D., Neri P. Guadagni, M.D. 


and 


Francis DeBon, M.D., San Francisco 


In the course of investigation of many different steroids 
Selye * noted in 1941 that certain of these substances 
produced varying degrees of depression and anesthesia 
in laboratory animals. This was only of academic interest 
until recently when Laubach and associates * studied a 
large number of new water-soluble steroids to determine 
their anesthetic activity. Of the substances tested, it was 
found that 21-hydroxypregnanedione sodium succinate 
(see figure ) was the most promising. The compound was 
studied for its possible undesirable side-effects on ani- 
mals, and its therapeutic index was established. This 
drug was found capable of anesthetizing laboratory ani- 
mals with a wide margin of safety. In anesthetic doses it 
did not produce significant hormonal effects and did not 
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Structure of 21-hydroxypregnanedione sodium succinate (Viadril). 


cause salt retention or damage to any vital organ.’ Gor- 
dan and associates * studied the effects of this compound, 
known as Viadril, on the cerebral metabolism of humans 
and reported metabolic changes identical with those of 
barbiturate anesthesia. These studies culminated in the 
successful trial of this drug, with nitrous oxide supple- 
ment, as the anesthetic for a prefrontal lobotomy. En- 
couraged by these findings, it was decided to give Viadril 
a clinical trial as a basal anesthetic for surgery at the Uni- 
versity of California School of Medicine. 


From the Department of Anesthesiology of the University of Cali- 
fornia School of Medicine. 

Read in the Symposium on New Agents and Methods for Analgesia 
and Anesthesia before the Section on Anesthesiology at the 104th Annual 
Meeting of the American Medical Association, Atlantic City, June 8, 1955. 

The compound used in this study was supplied as Viadril by Pfizer 
Laboratories, Division of Chas. Pfizer & Company, Inc., Brooklyn, N. Y. 

1. Selye, H.: Studies Concerning the Correlation Between Anesthetic 
Potency, Hormonal Activity, and Chemical Structure Among Steroid 
Compounds, Anesth. & Analg. 21: 41-47 (Jan.-Feb.) 1942; Anesthetic 
Effect of Steroid Hormones, Proc. Soc. Exper. Biol. & Med. 46: 116-121 
(Jan.) 1941. 

2. Laubach, G. D.; P’An, S. Y., and Rudel, H.: A Steroid Anesthetic 
Agent, Science, to be published. 

3. P’An, S. Y., and uthers: To be published. 

4. Gordan, G. S.; Guadagni, N.; Picchi, J., and Adams, J. E.: Steroid 
Anesthesia in Man: Clinical and Cerebral Metabolic Effects, to be 
published. 


TECHNIQUE 

Viadril is a white, crystalline substance that is soluble 
in water and has an alkaline reaction, the pH being 8.5 to 
9.8. It has been administered in solution in either dis- 
tilled water or isotonic sodium chloride solution. In either 
case, a 2.5% solution is freshly prepared. An intrave- 
nous drip of 5% glucose in distilled water is started in a 
vein of the arm. This should run freely. During adminis- 
tration of Viadril, the stopcock is left wide open. The 
Viadril solution is injected into the intravenous tubing at 
a point some distance from the arm, so that mixing and 
dilution take place in the tubing before the needle is 
reached. The dosage required varies with the weight, age, 
and physical condition of the patient as well as with the 
expected duration of the procedure. In the majority of 
our patients a total dose of 1.0 to 1.5 gm. was used (40 
to 60 cc. of the 2.5% solution). The injection takes place 
slowly, so that the drug is washed into the vein with a 
large amount of solution. We have estimated that the 
Viadril solution does not enter the vein in a strength 
greater than 1.25% and usually in a much higher dilu- 
tion than this. Generally, we have made our injection 
into the median cubital vein of the arm rather than in the 
leg veins, since thrombosis is more likely to occur in the 
latter site. Occasionally a patient will complain of pain 
along the course of the vein used, but this has been elimi- 
nated by reducing the injection rate. Approximately five 
minutes is required to give 1,500 mg., and an additional 
five minutes is allowed before the patient is considered to 
be ready for further manipulation. 

Although we do not use a standard formula for pre- 
anesthetic medication, the average adult comes to the 
operating room after having had 50 to 75 mg. of meperi- 
dene (Demerol) hydrochloride, and scopolamine or atro- 
pine in the appropriate dosage. Thus, the patient is not 
heavily premedicated or drowsy upon arrival in the oper- 
ating room. This premedication has not been altered for 
patients receiving Viadril. 


COMMENT 


Viadril was used in 125 patients for basal anesthesia 
in a variety of surgical procedures (see table) and in 3 
patients for sedation during regional anesthesia. The 
characteristics sought in all anesthetic agents are a wide 
margin of safety, reversibility of action, and lack of side- 
effects. The anesthetic drug is then judged on its ability 
to produce amnesia and sleep, to abolish pain, and to 
obtund reflexes and relax skeletal muscles. In the lightly 
premedicated patient Viadril produces sleep in 5 to 10 
minutes after administration of the drug has been initi- 
ated. This is a smooth, quiet process devoid of any ex- 
citement phase. In a typical case the patient is then in- 
tubated or an oropharyngeal airway is inserted and a 
nitrous oxide—oxygen mixture of 3:1 is administered. 
Meperidine hydrochloride and muscle relaxants are 
given as required. 
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We have tabulated our results to allow analysis of the 
effects of Viadril and to compare it with other basal anes- 
thetic agents. Forty-nine of the patients studied were men 
and 76 were women. The age groups of the 125 patients 
are listed below. 
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The analgesic properties of Viadril are of interest. At 
our hospital, when using thiopental sodium and nitrous 
oxide anesthesia, we customarily limit the barbiturate to 
250 to 500 mg. and then supplement it with intravenously 
given meperidine hydrochloride to control pain. We were 


Age, Yr. No Age, Yr. No therefore able to assess the analgesic potency of Viadril 
0 37 by noting the amount of meperidine hydrochloride neces- 
sary as a supplement. The amounts of meperidine hydro- 
| Eee 29 SS aee 7 chloride used were found to be less than would have been 


Of our patients, 96% required surgical procedures last- 
ing more than one hour. For these patients, a dose of 1.0 
to 1.5 gm. of Viadril was utilized. For shorter procedures, 
lesser doses are under study to allow the patient to re- 
spond promptly after completion of the surgery. The 
duration of anesthesia for the patients is listed below. 


expected had thiopental sodium been used (see table). 
The great individual difference in susceptibility of pa- 
tients to opiates makes this property difficult to estimate 
accurately, but after using Viadril it is our firm clinical 
impression that it produces a definite analgesic state far 
greater than that produced by the barbiturates. More- 
over, we believe that it potentiates the effect of opiates 


Duration, Hr. No. Duration, Hr. No. 
in both analgesic effect and respiratory depression. 
20 12 The table shows the amounts of relaxant drugs used 
EERE 15 RR 1 than we customarily find necessary when employing thio- 
Amounts of Relaxant Drugs Used with Viadril in 125 Patients 
No. of Patients 
—————— Meperidine Hydrochloride, Mg. Curare, Mg. 
Intu- — 

Region of Operation or Procedure Total bated “a 50 51-100 101-150) -151-200 201-250 1-9 10-21 22-33 40.5 
Abdominal t 

17 16 4 6 2 1* 4 6 1 

2 2 1 1 4 3 1 
4 4 1 2 1 1 
9 3 2 1 4 1t 1 1 
125 91 36) 35 18 4 2 12 13 5 


* Meperidine hydrochloride, 210 mg., tubocurarine chloride, 40.5 mg., given patient, aged 65, weight 90 kg., for gastrectomy (duration 6 hr., 50 min.). 
+ Meperidine hydrochloride, 235 mg., tubocurarine chloride, 6 mg., given patient, aged 33, weight 84 kg., for median neurolysis (duration 6 br., 30 min.). 


t One case with succinyleholine drip. 


Ninety-one patients had an intratracheal tube inserted. 
This merits some discussion, as it illustrates the ability 
of Viadril to obtund reflexes, particularly those of the 
pharynx and the larynx. It is easily possible in most in- 
stances to intubate a patient without relaxants, once the 
Viadril sedation is effective. It is interesting to note that, 
if the laryngeal structures are stimulated or traumatized 
by an unsuccessful attempt at intubation, there may be a 
transient laryngospasm that promptly disappears spon- 
taneously and permits respirations to resume before any 
harm has been done. After the intratracheal tube is in 
place, there may be some attempts at coughing, but in 
most cases these are short-lived and regular breathing is 
restored in less than a minute. The administration of the 
nitrous oxide—oxygen mixture during this time also plays 
a part. In more resistant patients, with very active cough 
reflexes, small doses (25 to 50 mg. administered intra- 
venously ) of meperidine hydrochloride have never failed 
to calm the patient. With regard to obtunding these re- 
flexes, it may be noted that, during thyroidectomies per- 
formed with Viadril and nitrous oxide—oxygen anesthesia 
but without intubation, we have observed occasional 
coughing but never laryngospasm when the surgeon was 
stimulating the trachea by pressure or traction. 


pental sodium and nitrous—oxide anesthesia. An interest- 
ing finding is that, although respiratory depression is not 
a prominent effect of Viadril, unless considerable 
amounts of narcotics have also been given, most patients 
under its influence allow their respiration to be controlled 
with great ease. This has been found very advantageous 
in chest surgery, particularly when a quiet field is re- 
quired. These properties have contributed to the dimin- 
ished amounts of muscle relaxants used. We have noted 
that the drug when used in the dosage described above 
appears to have its maximum effect for a period of ap- 
proximately two hours. At the end of this time it may be 
necessary to administer either meperidine hydrochloride 
or more Viadril—the latter in doses smaller than the 
original dose. 

These various characteristics, namely, control of pain, 
control of reflexes, and production of relaxation, lead us 
to classify Viadril as a true anesthetic agent probably 
best compared with tribromoethanol. We have been very 
pleased with the lack of postoperative depression of pa- 
tients in cases in which Viadril and nitrous oxide—oxygen 
anesthesia have been used. It is noteworthy that the ma- 
jority of patients (100, or 80% ) were responsive at the 
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end of the procedures. The response consisted in reacting 
to painful stimuli, having active reflexes, or speaking. 
Bouts of coughing and straining, sometimes observed 
during light thiopental sodium—nitrous oxide—oxygen 
anesthesia, which may cause the brain to herniate through 
the opening in the cranium during certain neurosurgical 
procedures, have not occurred with Viadril. This prop- 
erty has been useful also in two mitral valvulotomy pro- 
cedures to effect smooth induction of ether anesthesia by 
avoiding straining, coughing, and excitement. 


COMPLICATIONS 

We have noted no complications after the use of Via- 
dril except on three occasions when the administration of 
the drug was followed by thrombophlebitis in the injected 
vein. It is particularly interesting to note that in each of 
these cases the patient had widespread vascular disease 
and was receiving the anesthetic for an aortogram. It is 
quite possible that there was also pathology in the vein 
in which the Viadril was administered, which may or 
may not have been a contributing factor. We were also 
interested to note the comparison between these cases 
and one reported by Lundy * in the administration of 
Dolitrone (5-ethyl-6-phenyl-meta-thiazane-2,dione ). 
Our patients also were prone, with the arms above the 
head, and it is quite possible that there was pooling of the 
blood in the vein and that this also helped to account for 
the thrombophlebitis. We consider it wise, however, never 
to use leg veins, which are notoriously more prone to 
thrombophlebitis, as the site of injection. 

A minor complaint, noted on several occasions, has 
been transient pain in the arm during drug administra- 
tion. However, by slowing the rate of injection this com- 
plaint has been eliminated. Some patients have com- 
plained of nausea and vomiting after operative proce- 
dures in which this drug was used. The incidence is cer- 
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tainly not greater than normally occurs with all surgical 
procedures, and it seems likely that factors other than the 
anesthetic are involved. Hypotension has been noted in 
a number of cases soon after administration of Viadril, 
but it has not been considered a serious complication. It 
should be mentioned in passing, however, that this hypo- 
tension is easily controlled by the use of small doses of a 
vasopressor in those cases where the pressure drops 
lower than is considered safe or where it fails to return 
spontaneously within a few minutes. 


SUMMARY 

On the basis of our experiences with the administra- 
tion of Viadril (21-hydroxypregnanedione sodium suc- 
cinate), a new steroid for anesthesia, we have concluded 
that it is a true anesthetic agent, as evidenced by its 
ability to control pain, obtund reflexes, produce relaxa- 
tion, and produce sleep, all without depression of vital 
functions. Most satisfactory results have been obtained 
when administering the compound together with nitrous 
oxide (75% ) and oxygen (25% ). In many cases it has 
been found necessary or advantageous to add meperidine 
(Demerol) hydrochloride, other agents, or relaxants. It 
has also been noted that the latter drugs are all effective 
in dosages considerably smaller than would have been 
employed had the patient been receiving thiopental so- 
dium—nitrous oxide—oxygen. We believe that this com- 
pound, Viadril, offers definite useful possibilities in 
anesthesiology and that it merits further clinical trial. Its 
administration is reasonably safe, and it has a high thera- 
peutic index. Preliminary electrocardiographic and elec- 
troencephalographic studies, together with kidney and 
liver function tests and hematological examinations, have 
been performed. These observations are being continued, 
and results will be reported later. 


5. Lundy, J. S.: Development of Analgesia After a Century of Anes- 
thesia, J. A. M. A. 157: 1399-1403 (April 16) 1955. 


A LOOK AT THE FUTURE OF INTERNAL MEDICINE 


Howard P. Lewis, M.D., Portland, Ore. 


The swirling progress of 20th century medicine has 
left us all a little breathless and has created problems that 
seem to multiply faster than we can solve them. Not the 
least of these has been the structure of our system of 
medical education that, one would judge, has opened 
its seams a bit and is beginning to take water. There is 
abroad in our land, indeed the whole medical world, a 
feeling that something should be done about something; 
but if I sense the situation correctly, we have not yet 
clearly defined that “something.” This medical ferment 
is inescapably intertwined with the training of our future 
physicians. It is about this and the connotations it has 
for the future of internal medicine that I wish to discuss 
here. I can probably do little to dispel the fog in which 


From the Department of Medicine, University of Oregon Medical 
School. 

Chairman’s address, read before the Section on Internal Medicine 
at the 104th Annual Meeting of the American Medical Association, 
Atlantic City, June 10, 1955. 


we find ourselves afloat, but I hope I can point out a 
few landmarks that are worthy of thoughtful considera- 
tion. 

It has been my pleasant privilege to serve with the 
American Board of Internal Medicine for the past few 
years, and in this position I have had the opportunity to 
sample and study the “national product” of our medical 
schools and hospitals in a unique, down-to-earth way. 
I have been disturbed by deficiencies I have encountered, 
the more so because they seem to stem as much or more 
from inadequate training as from shortcomings in the 
candidates themselves. I do not wish to infer that I 
have not seen many young men who are well-trained 
and competent internists, but I do want to make clear 
that there have been too many who are ill prepared in 
the simple, basic clinical skills and knowledge that I be- 
lieve we have every reason to expect them to possess. 
This experience has made me wonder if our clinical wit 
and skill is undergoing atrophy and if we are already far 
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into a captive state where we have come to rely too much 
upon the laboratory, the x-ray, and the truly enormous 
instrumentation now available. Waning of our clinical 
sense can only make us less effective as physicians, even 
though we may be better as scientific technicians. I have 
a feeling this changing emphasis may be responsible in 
good part for our growing attitude of detachment, about 
which so many patients complain today. 


NEW APPROACH TO MEDICINE AND MEDICAL TEACHING 

Not many decades ago physicians had little more than 
their clinical knowledge and skill to rely upon, and as a 
consequence these were developed to a high degree. 
Still, much of what they thought and did was tinctured 
heavily with empiricism, because so little was known 
of the basic bodily functions in health and disease. Into 
this milieu came the fresh breath of the upsurgence of 
biochemistry, physiology, and the other basic sciences, 
as well as the truly phenomenal expansion of basic and 
clinical research. The changes thus wrought in a few 
short years have been startling and of incalculable bene- 
fit. Quite naturally, in their train has come the obvious 
necessity for a profound reorientation of our whole ap- 
proach to medicine and medical teaching. 

Our ability to probe ever deeper into the inner work- 
ings of disease has been facilitated in a great measure 
by the parallel expansion of our laboratory and instru- 
mental aids. These have not only grown in number but 
in complexity, so that now it has become impossible for 
one person to be familiar with all the scientific details 
of internal medicine, even in a modest way. Such a cir- 
cumstance has encouraged men to work in progressively 
narrowing channels. This subdivision has been particu- 
larly noticeable in our teaching institutions. Medical 
faculties are more and more an aggregation of specialists, 
with few men around who have the breadth of clinical 
training and experience to look at medicine, and for that 
matter patients, as a whole. This specialization in one 
sense has been profitable, because close devotion to a 
narrow field has enabled men to know it well enough 
that they have been able to make all-important funda- 
mental contributions to our knowledge. With this gain 
has come a loss in the form of an ever-increasing splin- 
tering of the teaching of medical students, interns, and 
residents, and a growing overdependence on laboratory 
and technical procedures. 

It is no surprise, in the light of these changes, to find 
that the major weakness of our young internists is in 
clinical examination and diagnosis. In my opinion, this 
is cause for real concern. The capacity to make a 
penetrating analysis of a history and to competently per- 
form a thorough and complete physical examination are 
hallmarks of an internist. A broad understanding of the 
clinical manifestations of disease is not a luxury for a 
practicing internist but a necessity. How else than from 
the frame of reference of a well-thought-out clinical im- 
pression can laboratory investigation be intelligently ap- 
plied, or the nuances of disease be better estimated, 
studied, and explored? If we have no clear idea of 
where we are heading in a clinica! problem, we are in no 
position to take advantage of our advances in the basic 
understanding of disease. 
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One often hears the opinion expressed that to study 
and attempt to learn the clinical features of a wide 
variety of medical conditions is too much to ask of a 
medical student. It has been proposed that in medical 
schools mostly basic principles should be taught, with 
the idea that students will, especially in their post- 
graduate years, be stimulated to read and learn all they 
need to know. Many believe, too, that work on the 
wards can be depended upon to fill most of the major 
gaps in a student’s medical armor. I am afraid these are 
fond hopes, not probable of realization, except in the 
case of unusual students. I do not in any way wish to 
underestimate the value and importance of work on the 
wards, but my experience still tells me that one of the 
best groundworks for a future internist is conscientious 
study of a good textbook of medicine. The argument 
that such an exercise is a waste of a student’s time be- 
cause “no one can learn it all” is a specious one. The 
fact remains that while much is forgotten, much is re- 
tained to be built upon later. A perspective of medicine 
is thereby acquired, a broad base upon which rests skill 
in history taking and analysis, an art the importance of 
which no one can challenge. 

Somewhere along the line, training in the technique 
and understanding of physical diagnosis has obviously 
lagged. Why else would young men who appear to be 
intelligent and highly educable fail to palpate large 
livers and spleens? Why would they have difficulty 
seeing—let alone interpreting—obvious precordial pul- 
sations? Why would they fumble in their attempts at 
simple neurological examination, or why would so 
many have no clear idea of what structures make up the 
silhouette of the heart as it is seen in the x-ray? These 
deficiencies I have seen, and they represent only a 
sample. They occur too often and are emphasized when 
such men may be found well stuffed with milliequivalents 
and versed in electrocardiography. Those who under- 
rate the high importance of physical examination in the 
study of patients declare that the laboratory, the x-ray, 
and our instruments of precision give us highly desirable 
measurable findings and information, of course, not 
otherwise obtainable. With this I agree. However, our 
modern passion for measurement should not blind us to 
the fact, which expert clinicians can clearly support, that 
clinical examination has much to contribute and in many 
instances far more than any test or device now known. 

If these observations and thoughts of mine have any 
merit, and again my experience compels me to believe 
that they have, it is time for us to take stock and de- 
termine what may need correction. I think we would 
find that research has so captured our enthusiasm and 
interest that we have come to forget and neglect our 
clinical corpus in the broad sense. In medical schools 
there is a growing tendency to look upon those whose 
interests lie mostly in clinical medicine as distinctly “old 
hat.” The feeling is increasing that everyone of merit 
should be doing research. The excellence of a medical 
school as a school now appears to be judged more by the 
papers issuing from it than by the quality of its teachers. 

Research experience as an integral part of the training 
of a resident has come to be regarded highly in some 
quarters, and it is interesting to see how many young 
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men have included a year of research fellowship in their 
training. Sometimes, I suspect, this fellowship year is 
for the purpose of gaining a foothold in the institution 
where resident training is sought. I have often wondered 
how close these men get to their problems, particularly 
when they are a member of “a team.” There is no doubt 
of the value of research in the nurture of the critical 
mind; however, it is not the only way to develop such an 
attitude, and I think we are unrealistic if we fail to rec- 
ognize that only a few have real aptitude and interest 
in investigation. Does it really seem profitable or logical 
for a young man, who does not have that interest and 
aptitude, to spend a year where he functions intellec- 
tually not far above the level of a technician? Another 
disadvantage lies in the fact that many such men must, 
during their fellowship year, devote most of their ener- 
gies to a very restricted field. This cuts down their op- 
portunity for broad training to two years. Two years is 
too little time to produce a polished internist—at least 
an internist in the proper sense of the word—and three 
years is barely enough. On the other hand, for those 
who do have the aptitude and interest in investigation, 
we should provide every encouragement and opportunity 
with the hope that they may wish to continue in this path. 


FADING CLINICIAN 


In the last analysis, anything done about our training 
programs will be pretty much the responsibility of the 
teachers in our medical schools and hospitals. The 
change in our whole structure of medicine makes it 
important for us to do some realistic thinking about 
what kind of teachers we want and how we are to select 
and train them. Any decisions we make in this regard 
must keep in view two things: that an internist is dis- 
tinguished from other specialists by his skill in general 
medical diagnosis and that the vast majority of in- 
ternists go forth into private practice. It seems obvious 
then that during his student and house officer days, a 
budding internist must spend part of his time with ex- 
pert and broad clinicians who can develop in him the 
rounded approach to sick people and the clinical skills 
he will need. With this advantage his experience with 
his teachers in the subspecialties will be highly profitable, 
for it is they who will hone his perception and insight 
to a sharp edge. 

The man who is fast fading from our scene is this 
broad clinician, and in his stead we are substituting the 
services of men whose main interest and strength lies 
in the subspecialties. The contribution they make is es- 
sential. I would never suggest that it be compromised. 
It is the exceptional cardiologist, to use an example, 
who can do justice to a case of spinal cord tumor or the 
gastroenterologist who can skillfully work his way 
through a puzzling disorder of the chest. To achieve a 
proper balance, we must have these broad clinicians, we 
must make a place for them, and we must train them. 

As it is now, the young man interested in an academic 
life in medicine feels he must have research experience, 
that he is lost without a “bibliography”—the bigger the 
better. Research experience is valuable, but I am not 
convinced that facility in research necessarily goes hand 
in hand with skill as a teacher. The scramble to get one’s 
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name on papers has led to the reporting of no little 
inconsequential or incomplete investigation and to the 
inordinate loading of the authorship of many papers. 

If we are to do our job as I see we should do it, we 
will have to take an almost heretical course and decide 
that we will train some of our apt young men to become 
expert clinicians and clinical teachers and others to be 
investigators. The clinical teachér should be free from 
the constant pressure to “produce” in an investigative 
way and be able to devote his efforts to the study of dis- 
ease as a clinical problem and the methods by which the 
sum total of modern medical knowledge can best be 
transmitted to the young men and women who are grow- 
ing up under him. 

My feelings on this subject represent those of an 
individual whose overriding interest has long been clin- 
ical medicine and teaching. Yet, I hope I have been able 
to keep the problems I have discussed in a reasonable 
perspective. No single plan or philosophy could ever be 
tailored to fit the peculiar needs and characters of each 
of our various medical institutions. I have not intended 
to even attempt to submit such a pian. I have tried to ex- 
press an opinion that I hope may be useful, if for no 
more than a point of view, to those of us who have an 
interest in and responsibility for the future of internal 
medicine. 


3181 S. W. Sam Jackson Park Rd. (1). 


Radiation from Nuclear Power Development.—The large-scale 
development of nuclear power from uranium fission will nec- 
essarily produce large amounts of radioactive waste having prop- 
erties identical with those produced in nuclear explosions. The 
radiations are, however, mainly confined to the nuclear reactors 
which are the source of heat for nuclear power stations and to 
the chemical plants where the radioactive wastes are extracted 
from the spent uranium fuel. The radiation in the vicinity of 
the nuclear power units can be kept below the internationally 
agreed safe levels without difficulty by the use of suitable shield- 
ing. The average radiation dose received by Harwell workers 
is 0.25 r per annum. This is one-sixtieth only of the level agreed 
internationally as permissible for the radiologically employed 
workers. .. . The public health problems are thus largely trans- 
ferred to the chemical processing plants. The radioactive waste 
products include radioactive gases such as radiocrypton and 
xenon; these are at present allowed to escape from the process- 
ing plants in conformity with safety regulations so that no harm 
can be caused to the neighborhood. It is likely that in the future 
they will be bottled and turned to useful purposes. The emission 
of gaseous wastes will not increase to any significant extent as 
we develop the atomic power program. The radioactive solid 
wastes divide into three groups, only one of which presents a 
serious problem. The first group contains those isotopes which 
are only slightly radioactive; these are comparable to the natural 
radioactive elements of the earth’s crust and dispersal is a satis- 
factory method of dealing with this group. The second group 
comprises the great majority of the radio-elements produced in 
fission and these decay fairly rapidly. Storage of these materials, 
for a period of, say, ten years would reduce the activity to a 
level at which dispersal would be practicable and completely 
safe. The third group is the one which presents difficulties. It 
consists essentially of two elements, strontium and caesium. Each 
of these has an isotope which decays moderately slowly so that 
dispersal would only be possible after an unreasonably long 
storage period (hundreds of years). These two isotopes are find- 
ing increasing use in industry and medicine.—J. Cockcroft, 
Biological Effects of Nuclear Explosions, Pharmaceutical Jour- 
nal, May 14, 1955. 
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INVASIVE CARCINOMA OF THE CERVIX IN YOUNG WOMEN 


David G. Decker, M.D., Robert E. Fricke, M.D. 


and 


Joseph Hyde Pratt, M.D., Rochester, Minn. 


Invasive carcinoma of the uterine cervix in young 
women presents a problem that has certain facets of diag- 
nosis and selection of treatment not associated with the 
condition in the older age groups. The clinical impres- 
sion of increased virulence of the condition in the 
younger age group is widespread; yet at the same time, 
the physician is often less “‘cancer-suspicious” in evalu- 
ating the gynecologic complaints of young women than 
of older women. Since carcinoma of the cervix is a rela- 
tively uncommon condition in young women, the treat- 
ment has not always been as standardized as in the older 
age group. Undoubtedly, in some instances, treatment 
has been curtailed because of the emotional reaction of 
the physician and patient to the after-effects of a radi- 
ation or surgical menopause in a young woman. 

There is also a probability that with more adequate 
and widespread screening techniques, the incidence of 
diagnosis of carcinoma in situ will continue to increase. 
Unfortunately, these techniques are not often applied to 
girls in their teens, so that the relative incidence of in- 
vasive carcinoma of the cervix in the younger age group 


TaBLE 1.—Age Distribution of Young Wonien with Invasive 
Carcinoma of the Cervix 


No. of Cases, by 


Age, Yr 
20-25 26-30 31-35 
Squamous cell epithelioma 
Other malignant lesions...................... 2 3 6 


will increase as the incidence of invasive carcinoma of 
the cervix in the older age group may decrease. For these 
reasons it was felt to be worthwhile to review this group 
of cases of invasive carcinoma of the cervix in young 
women. A total of 1,451 patients with carcinoma of the 
cervix were seen at the Mayo Clinic from Jan. 1, 1940, 
through Dec. 31, 1949. Of these, 169 (11.6% ) were 
35 years of age or younger and had invasive carcinoma. 
Limitation of the group at age 35 years was made be- 
cause (1) the normal reproductive processes in women 
show little tendency to wane prior to this age and (2) the 
incidence of invasive carcinoma tends to rise rather pre- 
cipitately after this age, so that the average age of pa- 
tients with invasive carcinoma of the cervix is about 
49 years.* 
AGE DISTRIBUTION 

The age distribution of the 169 patients is shown in 
table 1. There is no essential difference in the incidence 
of early invasive carcinoma (stages 1 and 2) within the 
age group 26 through 30 years (39.3% ) and the age 
group 31 through 35 years (39.0% ). In the age group 


20 through 25 years, 53.8% fell in this category, but the 
group consisted of only 13 cases. There were no patients 
younger than 20 years in this decade of observation. It 
is also obvious that by age 31 years, the incidence of 
invasive carcinoma is rising rapidly. 


SYMPTOMATOLOGY 

The tabulation shows the primary symptoms of this 
group of patients. The most prominent symptom by far 
is intermenstrual bleeding, either traumatic (postcoital ) 


No, of 

Primary Symptoms Cases 
Routine examination (no 8 


or nontraumatic. Minor abnormalities in menstruation 
comprise a significant group, as does leukorrhea. As is 
well known, all of these symptoms are not infrequent 
in young women, and many of the histories showed a 
tragic delay on the part of the physician when these 
symptoms were treated with douches, suppositories, hor- 
mones, and cautery prior to a diagnosis by means of a 
thorough pelvic examination and evaluation of the cervix 
by cytological smear and biopsy. In only eight cases did 
diagnosis occur as the result of a complete routine phys- 
ical examination. All of these were classified as stage 1, 
and the patients have survived five years. Admittedly, 
many of the patients tended to minimize their symp- 
toms. The group in which pain was the primary com- 
plaint was composed, almost without exception, of the 
far-advanced cases in which there were also bleeding 
and a foul leukorrhea. 

The recent emphasis on marital and childbirth trauma 
as a factor in the etiology of carcinoma of the cervix 
is not too well substantiated by this group of cases.* 
The tabulation given below shows that a large number of 
patients, 34 (20.1% ) of 169 patients, had never been 
pregnant. Of the remainder, 135 patients, all had had 
one or more pregnancies, the greatest number being a 
total of seven. The tabulation shows the number of mar- 
riages per patient. Sixteen of the 169 patients had mul- 


From the Section of Obstetrics and Gynecology (Dr. Decker), the 
Section of Therapeutic Radiology (Dr. Fricke), and the Section of Surgery 
(Dr. Pratt), Mayo Clinic and Mayo Foundation. The Mayo Foundation 
is a part of the Graduate School of the University of Minnesota. 

Read before the Section on Obstetrics and Gynecology at the 104th 
Annual Meeting of the American Medical Association, Atlantic City, 
June 10, 1955. 

1. Bowing, H. H., and Fricke, R. E.: Late Results of Radium Therapy 
for Carcinoma of the Uterine Cervix, J. A. M. A. 137: 935-941 (July 10) 
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2. Gagnon, F.: Contribution to the Study of the Etiology and Preven- 
tion of Cancer of the Cervix of the Uterus, Am. J. Obst. & Gynec. 60; 
516-522 (Sept.) 1950. 
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tiple marriages in spite of the fact that no patient ex- 


ceeded 35 years. Only four patients were unmarried. — 


These latter figures would certainly substantiate the well- 
known fact that invasive carcinoma of the cervix seems 
to be a disease of married women. 


No. of No. of 
Pregnancies Cases 
No. of No. of 
Marriages Cases 
TREATMENT 


At the Mayo Clinic it is the opinion at present that 
radium and roentgen therapy affords the best primary 
approach to the cure of invasive carcinoma of the cervix. 
There are certain exceptions to this general rule, and 
these exceptions are particularly apparent in the group 
of cases under consideration. The tabulation shows, in 


No. of 

Treatment Cases 
Radium and roentgen therapy....................00005 112 
1 
Surgery ahd roentgen 12 
Surgery, radium therapy, and roentgen therapy...... 15 


general, the form of therapy utilized in these patients. 
Combined radium and roentgen therapy was used in 
treating 112 (66.3% ) of the 169 patients. Surgery alone 
was used in 12 (7.1%) of the 169 cases. Surgery with 
various combinations of radiation therapy was used in 
28 (16.6% ) cases. Table 2 includes an analysis of 
data on the 40 cases in which patients received some 
form of surgical therapy. 

All 22 of the stage | lesions were treated either by 
surgery alone or by surgery with some form of radiation 
therapy. Seven of these were treated by radical hysterec- 
tomy with lymph node dissection alone. Of these, one 
patient had obturator nodes metastatically involved and 
died of uremia in 10 months. The other 15 patients in 
stage | had primary surgery followed by some form of 
radiation therapy. In this group of 15 patients, no pelvic 
nodes were found to be involved by metastasis from 
the cervical lesion. This is in marked contrast to the 
findings in 162 cases of stage 1 carcinoma of the cervix 
in which the patients, of all age groups, were treated 
by radical hysterectomy with lymphadenectomy between 
the years 1930 and 1952. Fifteen (9.3% ) of these cases 
showed involvement of the lymph nodes.* All of the 15 
patients im this series survived more than five years ex- 


3. Pratt, J. H.: The Surgical Treatment of Cancer of the Cervix and 
Uterine Fundus, J. Florida M. A. 40: 463-470 (Jan.) 1954. 
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cept for one patient who died of recurrence in 16 months, 
one patient who was killed in an automobile accident 
26 months after treatment, and one patient who could 
not be traced after a 40-month negative follow-up period. 

In 3 of the 46 cases classified as stage 2 the patient 
underwent radical hysterectomy with lymph node dis- 
section. One of these was complicated by a two-month 
pregnancy, and this patient died 13 months after surgical 
treatment and postoperative radiation. One patient is 
living more than 10 years after surgical treatment and 
postoperative radiation. The last patient received pre- 
operative radiation followed by surgical treatment. This 
patient cannot be traced after a three-year follow-up 


TABLE 2.—Therapy in Young Women with Invasive Carcinoma 
of the Cervix 
Lived 5 or 


More Yr. 
No. of After 
Patients Treatment 
Type of Therapy Total Traced No. % * 


Type of Surgical Procedure 


Primary radical hysterectomy 

with lymph node dissection.... i) 8 6 
Radical hysterectomy with lymph 

node dissection followed by 

radium or roentgen’ therapy 
Radium and roentgen’ therapy 

followed by Taussig operation; 

one patient had radium and 

roentgen treatment elsewhere.. 8 8 8 
Radium and roentgen therapy 

followed by radical hysterec- 

tomy with lymph node dissee- 

tion; two patients had radium 

and roentgen treatment else- 


Type of Radiation Therapy 
Complete radium and roentgen 


Complete radium therapy........ 1 1 1 
Palliative therapy 
Limited radium and roentgen 20 18 5 27.8 
Abandoned radium....... 2 3 0 
Postoperative therapy 
Limited radium and roentgen 8 6 4 
12 10 9 90.0 
157 149 77 51.7 


*" Based on traced patients. Inquiry as of Jan. 1, 1955. Per cent not 
caleulated when based on fewer than 10 traced patients. 


period with no evidence of recurrence of the malignant 
lesion. In 2 of the 41 stage 3 cases, radical hysterectomy 
and lymph node dissection were performed, one after 
preoperative radiation. This patient has survived more 
than five years. The other patient had extensive involve- 
ment of the nodes and died one year after completion of 
the postoperative radiation. Two patients had adenocar- 
cinoma of the cervix and were treated by primary sur- 
gery. In three cases the lesions had been modified by 
treatment elsewhere, but the patients received definitive 
surgical treatment at the clinic. 

It is obvious that the radical surgical treatment of 
carcinoma of the cervix in these young women has been 
rather rigidly confined to early lesions. It may also be 
stated that young women with early lesions are more 
likely to receive primary surgical treatment than those 
in the older age group. This is true for many reasons. 
The patients are more likely to be thin and active in this 
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age group. The incidence of associated disease is less, 
and the patients have less often undergone other abdom- 
inal surgery. This, of course, results in a reduced opera- 
tive risk, and, equally important, the postoperative mor- 
bidity is significantly less in these patients. There were 
no operative deaths in this group. Another group of eight 
patients treated surgically were those who underwent 
the Taussig operation. This operation has not been per- 
formed at the clinic since 1949. Radical hysterectomy 
and lymph node dissection is considered at present to 
be a more satisfactory and complete procedure, although 
more time consuming. Six of the eight cases in which 
Taussig operations were performed were stage 2, one 
was stage 3, and one was classified as stage 4. This last 
patient had a missed abortion at the time the lesion was 
diagnosed, and there was considerable pelvic reaction. 
This obviously influenced the original staging. All of the 
patients except one received their primary radiation 
therapy at the clinic. All have survived more than five 
years, including one patient who had both iliac and ob- 
turator nodes involved, bilaterally, by metastasis from 
the cervix. She is living and free of disease 10.3 years 
after operation. 

The complete analysis so far as radiation therapy is 
concerned is shown in table 2. It should be noted that 
every conceivable combination of radiation therapy has, 
at times, been employed. This bears out the philosophy 
of radiation therapy at the clinic that no rigid rules can 
be applied to treatment and that each case must be con- 
sidered individually. In 99 of the 169 cases, complete 
radium and roentgen therapy was given. These patients 
were treated according to the precepts described origi- 
nally by Bowing and Fricke.‘ These original precepts 
have been altered through the years. The full course of 
treatment covers a period of about four weeks. Treat- 
ment is started with radium therapy. Radium treatments 
are given twice weekly for the entire period of four weeks. 
Hospitalization is usually necessary only for the day and 
night of the radium treatment. In the interval of three 
or four days between radium applications and in the 
morning of the days radium treatment is given, the pa- 
tient is ambulatory and receives roentgen therapy. With 
radium treatments, the effort is made to obtain a homo- 
geneous irradiation along the entire birth canal. This is 
accomplished by multiple applications of radium in dif- 
ferent locations. Thus, a complete treatment for a small 
lesion in a patient with a small vaginal cavity would total 
around 5,500 mg. hours in four weeks; a bulky carci- 
noma would receive 7,300 mg. hours. Point “A” would 
receive approximately 7,000 gamma roentgens and point 
“B” would receive 2,000 gamma roentgens in a large tu- 
mor with full dosage. The roentgen therapy is given at a 
rate of 200 r (air) to each of two fields daily. Two 
thousand roentgens (air) total is applied to each of four 
ports, yielding approximately 2,500 r at point “B.” This 
method of treatment relies more on radium therapy than 
several other techniques. The radium applications take 
care of the entire uterus, and roentgen therapy is relied 
on to sterilize any spread of cancer into the lateral pelvic 
lymph nodes.* Comparison of the results of treatment 
primarily by surgery and primarily by radiation therapy 
is impossible. However, 55 (56.7% ) of 97 traced pa- 
tients treated primarily with radium and roentgen ther- 
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apy survived five or more years. This group consists 
chiefly of cases classified as stages 2, 3, and 4. As pre- 
viously stated, the patients treated primarily by surgery 
are almost all in stage 1 or 2. 

Postoperative radiation therapy has been almost ex- 
clusively roentgen therapy. The same dosage schedule 
has been adhered to as outlined in the preceding para- 
graph. Roentgen therapy has usually been started within 
10 to 14 days postoperatively. Occasionally, limited 
radium therapy will be used intravaginally following 
surgical procedures. Thirty-six of the 169 patients re- 
ceived limited radium and roentgen therapy, or limited 
radium therapy, or roentgen therapy alone purely in an 
attempt to palliate the disease, even though there was no 
apparent hope of cure. This has been found of value 
particularly where there was excessive bleeding or pain. 
It is also of some value as a factor in maintaining the 
patient’s morale. Without exception these were far-ad- 
vanced cases, many modified by previous radiation or 
surgical therapy elsewhere. Seven of the 36 patients sur- 
vived five years, a fact that demonstrates that treatment 
should not be denied these patients. 


TABLE 3.—Survival Rate of Young Women with Invasive 
Carcinoma of the Cervix 


Lived 5 or 
More Yr. 
No. of After 
Patients Treatment 
Total Traced No. % * 
Squamous cell epithelioma 
29 21 18 85.7 
46 44 32 72.7 
41 40 21 2. 


7 
Other malignant lesions....... 11 i) 4 


* Based on traced patients. Inquiry as of Jan. 1, 1955. Per cent not 
calculated when based on fewer than 10 traced patients. 


RESULTS OF TREATMENT 

The late results of treatment are shown in table 3. 
The 22 patients in stage | all received surgical treatment 
primarily. With only few exceptions all of the ‘rest of 
the patients were treated primarily by radiation therapy. 
The modified group is of particular interest. These are 
the patients who had received a variety of treatment 
prior to the time they were seen at the clinic. The sur- 
gical therapy, elsewhere, included total abdominal hys- 
terectomy, subtotal hysterectomy, and cervical amputa- 
tion. The forms of radiation therapy are too varied to 
enumerate, but in all an actual effort had been made to 
treat the malignant lesion. Seven (23.3%) of the 30 
traced patients survived more than five years. Because 
of the prior treatment, no attempt at staging, except for 
our own information, was made. The group of other 
malignant lesions included nine adenocarcinomas and 
two adenoacanthomas. Three of the six patients treated 
at the clinic survived more than five years. The five 
other patients had received treatment prior to being seen 
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at the clinic for additional treatment, and one of these 
survived more than five years. The relative survival rate 
of the entire group was 53.5%. 


SUMMARY AND CONCLUSIONS 

In 169 cases of invasive carcinoma it is apparent that 
there has been no essential difference noted in the end- 
results of treatment between the women under the age of 
35 years and those over the age of 35 years.° A relative 
five year survival rate of 53.5% was obtained. There was 
no special predilection noted for more anaplastic tumors 
in the younger age group under consideration. This is 
in agreement with the observations of Kahanpaa ° and of 
Lindell.’ As many authors have indicated, there is a 
grievous delay in diagnosis on the part of the physician 
through misinterpretation of relatively minor symptoms. 
This is the area in which it would seem the greatest 
advance could be made. Nothing can replace an ade- 
quate pelvic examination, visualization of the cervix and 
proper cervical biopsy in the armamentarium of the 
gynecologist. Nor, once the diagnosis has been made, 


J.A.M.A., Aug. 20, 1955 


should there be any hesitation to pursue complete treat- 
ment of the lesion because of the age of the patient and 
the effect of a surgical or radiation menopause. It is 
our impression from this study that carcinoma of the 
cervix in young women is as malignant as in the over-all 
age group but no more so. For reasons previously stated, 
the role of surgery is considered to be somewhat greater 
in the early stages of invasive carcinoma of the cervix in 
young women than in the older age group. However, 
the same patients who are amenable to surgery yield 
excellent results when treated by irradiation therapy,” 
so that it is difficult to assess this phase of the problem. 
It isnot possible to evaluate the question statistically 
from this group of cases, and it must remain an individual 
problem for each patient under consideration. The time- 
honored precepts of early diagnosis, adequate treatment, 
and careful post-treatment follow-up are nowhere more 
necessary than in the younger age group. 

6. Kahanpaa, V.: Carcinoma of Cervix Uteri in Young Women, Acta 
obst. et gynec. scandinav. 26 :379-390, 1946. 


7. Lindell, A.: Carcinoma of the Uterine Cervix: Incidence and In- 
fluence of Age: Statistical Study, Acta radiol., supp. 92, pp. 1-102, 1952. 


RADIATION DANGERS IN DIAGNOSTIC RADIOLOGY 


Israel E. Kirsh, Hines, Ill. 


Recently there have been warnings of the danger to 
the population as a whole resulting from the increased 
use of radioactive materials and of x-ray in diagnosis. 
However, physicians in general are not yet well enough 
informed as to the potential harm. In the words of the 
Handbook on X-ray Protection of the National Bureau 
of Standards,‘ “with the increasing use of radiation and 
materials emitting radiation, it is necessary for the med- 
ical profession to exercise great caution and restraint in 
the use of X-rays for diagnosis and treatment of non- 
malignant disease. Current methods and practices should 
be reviewed to see whether the same result could be ob- 
tained with less radiation.” 

To illustrate the extensive use of ionizing radiation 
in the United States, it was recently stated by Moeller 
and associates ° of the U. S. Public Health Service that 
there are 126,000 x-ray units for diagnosis and therapy 
in this country—S0,000 used by physicians and hos- 
pitals, 65,000 by dentists, and 11,000 by osteopaths and 
chiropractors. In industry, there are 2,000 radiographic 
units. Some 30,000 salespeople use fluoroscopes in shoe- 
fitting, and the number of customers who receive some 
radiation in this way can only be guessed at. Radium can 
be bought on the open market by individuals unac- 
quainted with its dangers. It is used in the manufacture 
of thickness gauges and static eliminators. In research 
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activities, radiation.is emitted in the use of cyclotrons, 
linear accelerators, electron microscopes, and x-ray dif- 
fraction apparatus. In addition, radioisotopes are dis- 
tributed by the Atomic Energy Commission to many 
medical centers, which have to protect the operating per- 
sonnel and safely dispose of the wastes. To these types 
of occupational exposure may be added uranium minin2 
and milling. In addition to this incomplete list is an un- 
avoidable source—cosmic radiation—to which the hu- 
man race has always been exposed. It has been esti- 
mated ° that an individual receives up to 9 r from this 
latter source in a lifetime of 70 years. 

In thinking of radiation damage, there has tradition- 
ally been a concern over the danger to radiologists 
and x-ray technicians, and attention has been concen- 
trated on rather gross, easily recognizable conditions, 
such as leukemia, the incidence of which in physicians 
is twice as high as in the population as a whole and in 
radiologists nine times as high (March * and Henshaw 
and Hawkins *). In the skin, the type of damage thought 
of is radiation-induced carcinoma, which has afflicted 
some pioneer radiologists in their declining years as a re- 
sult of early fluoroscopy without safeguards. Gonadal 
injury has been thought of in terms of sterility or early 
interruption of pregnancy. The purpose of this paper is 
to stress the harm that may result from small doses of 
radiation, delivered incidentally to fluoroscopy and 
radiographs made for diagnosis. These doses have been 
frequently ignored, even by some radiologists, as being 
of no consequence. The reason for this is that the effects 
are not visible. Relatively small doses of radiation have 
a cumulative effect on the germ plasm and cause an in- 
creased rate of mutations. These are generally harmful 
genetically. 
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That this danger appears to many in the medical pro- 
fession to be exaggerated is due to an inadequate appre- 
ciation of the implications of H. J. Muller’s work on the 
Drosophila larva. This Nobel-prize-winning research ° 
proved that even very small doses of x-ray had a harm- 
ful genetic effect, by increasing the mutation rate. In a 
recent symposium " on radiological safety, Muller said 
that if a total (cumulative) dose of 80 r were given to 
the gonads before conception, the spontaneous rate of 
mutations in persons would be doubled; and a doubled 
rate of mutations for the population as a whole would 
be harmful to the germ plasm, if it went on generation 
after generation. It may be said, parenthetically, that a 
healthy germ plasm, of which this generation is the pres- 
ent custodian, is our most precious resource, one that 
we have a responsibility to pass on undamaged. Pro- 
visionally, Muller says, a total gonadal dose of 20 r 
(which would produce a 25% increase in the mutation 
rate) should be considered as approaching the danger 


TABLE 1.—Effect of Filters on Output in Radiography,* 
in Roentgens 


Lumbosacral Spine 
A Pyelogram 
Total Per _ 

Added Antero- Lateral Exam- Single ; 
Filters posterior Lateral Spot ination Film 4-Film 
None 6.7 20.8 40.2 67.7 6.0 24.0 
1mm. Al 4.2 21.5 42.1 
mim. Al 


“~~ —~ 


? SS 14.0 25.0 1.7 6.8 


* Output measured on skin in center of x-ray beam. 


TABLE 2.—Radiation Received on Gonads in Radiography,* 
in Roentgens 


Lumbosacral Spine Pyelogram 


Antero- Single 
Added Filter posterior Lateral Total Film 1-Film 
4.5 20 6.5 1.6 6.4 
1.0 0.7 1.7 0.3 


* Output measured on anterior surface of serotum. 


level for the species. It is stressed, in Muller’s review.’ 
that this dosage is a per capita average ceiling, danger- 
ous for the species to exceed. Some individuals could 
receive much more (risking somatic damage or sterility), 
if the others had a low enough dose to keep the average 
down to 20 r. It is sometimes asked whether experimen- 
tal results with fruit flies are applicable to man. Rus- 
sell * recently approached an answer to this question, 
by showing in extensive experiments in mice that radia- 
tion produced mutations in them 5 to 10 times as often 
as in Drosophila. It may be, therefore, that our estimate 
of induced mutations in man, based on Drosophila re- 
sults, are too low, rather than too high. Meanwhile, pru- 
dence calls for action on the existing data obtained from 
lower forms. 

That unduly large amounts of radiation have fre- 
quently resulted from diagnostic procedures was shown 
by Bell.” On testing his fluoroscope, as used clinically, 
the output varied from 25 to 40 r per minute. In in- 
dividual fluoroscopic examinations of the chest, the out- 
put varied from 33 to 134 r per fluoroscopy. In fluoros- 
copy of the gastrointestinal tract, 148 to 396 r were the 
actual measured doses in single examinations (some of 
these lasted as long as 12 minutes). With a new machine, 
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and increased tube-table distance, his x-ray output was 
reduced by one-half. More recently, Sonnenblick ° 
studied 117 fluoroscopes used mainly by pediatricians. 
Their output, as used by the physicians, varied from 2 to 
118 r per minute, with 20% of them exceeding 30 r per 
minute. All the physicians he questioned were ignorant 


TABLE 3.—Differences in Output of Different Fluoroscopes, 
Roentgens per Minute (No Filter Used) 


Test No. Pluoroseope 1 Fluoroscope 2 Fluoroseope 


16.0 24.0 5.4 
Bika 17.0 24.0 5.2 


17.0 240 7.2 


16,7 24.0 5.9 


of the x-ray output of their machines. At Hines Hospital, 
over a period of five years, measurements have been 
made of the radiation output of the fluoroscopes and the 
radiographic machines under clinical conditions. The 
Victoreen r-meter, an ionization chamber commonly 
used in checking x-ray therapy machines, was employed. 


MEASUREMENTS 

In this place, I shall consider mainly the radiographic 
examinations that, by their location, are most likely to 
affect the gonads. These are the lumbosacral spine and 
the urinary tract. The measurements originally made, 
several years ago, on a patient who had a lumbosacral 
spine x-ray and a pyelogram are shown in table 1. 
These measurements were made by placing the Victor- 
een r-meter in the center of the x-ray beam, on the sur- 
face of the skin nearest the x-ray tube. (At that time no 
added filter was used.) The radiographic factors are 
omitted here. Slight differences in output were seen in 
different patients because of variations in exposure 
factors. 

In an initial effort to reduce the amount of radiation 
in diagnostic x-ray work, a filter that consisted of | mm. 
Al was added to the x-ray tube. Later, another | mm. 
Al was added in order to make a total of 2 mm., 
and the measurements were repeated (table 1). The 
fluoroscopes were then measured as to output. The dose 
(in air) was obtained by placing the r-meter on the 
fluoroscopic table for one minute, in the position where 
the patient’s back usually is. Results originally obtained 
(table 3) show the differing outputs in different ma- 
chines, using the same number of kilovolts and milliam- 
peres. The effect of adding different amounts of filtra- 


Added Filter, 


Output, 
Mim. Al i 


tion in one fluoroscope is seen in the tabulation. As a 
result of such surveys as these, filtration of 3 mm. Al was 
added to each of the fluoroscopes in the x-ray depart- 
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ment, as well as those in use on the medical and surgical 
wards. Filtration of 2 mm. Al was added to each radio- 
graphic machine, including the mobile units. 

Another possible approach to the problem of protect- 
ing the gonads in radiographic examinations is to place 
a protective covering over them. Magnusson *" described 
a hinged metallic cup made to enclose the scrotum, for 
use when neighboring parts are x-rayed. A simpler ex- 
pedient, which I have used, is to place a strip of lead- 
rubber composition over the pubic region. The lead-rub- 
ber is available in all x-ray departments, being used for 
outlining portals in x-ray therapy, and it has a protective 
value that is equal to 1.5 mm. Pb. It is flexible and 
can easily be cut to a convenient size. It can be sewed 
in a compression-band that will remain in place even 
when the table is made upright. When a pyelogram and 
a lumbar spine x-ray were made with the r-meter placed 
over the scrotum and under the lead-rubber strip, no 
reading was obtained on the large-scale ionization cham- 
ber (less than 0.1 r) each time. The measurements ob- 
tained in certain types of examinations, under the pres- 
ent conditions, with full added filtration, are given in 
table 4. These are obtained on the skin in the center of 
the x-ray beam. 


TABLE 4.—Radiation Output in Certain X-Ray Examinations 
(2 Mm. Al Filter) 


Output, No. of Fluor- 
Examination r Films oscopy 
Gastrointestinal series.............. 13.7 5 films, Yes 
(total) 6 spots 
(total) 2 spots 
64 5 No 
(total) 
Chest, posteroanterior.............. 0.031 1 No 
COMMENT 


Physicians must remember that there is a specific type 
of radiation hazard—that of damage to the patient’s 
gonads resulting from the doses received in diagnostic 
x-ray procedures. This is sometimes ignored because the 
effects are not visible during the physician’s lifetime. 
Therefore, those who may suffer as a result are the de- 
scendents of his patients, possibly several generations 
removed. These people, bearing radiation-induced de- 
fects, will of course be unaware of the cause of their 
troubles, nor would it do them any good if they did 
know. However, physicians have a responsibility to try 
to prevent this problem, as well as those lethal chromo- 
somal mutations, the result of which is an interrupted 
pregnancy rather than a congenitally deformed indi- 
vidual. In view of these considerations, the results ob- 
tained by the use of ionization chambers during radiog- 
raphy are of importance. In some cases there are re- 
peated roentgen examinations of the urinary tract, lum- 
bar spine, gastrointestinal tract, hip, and pelvis, and 


10. Magnusson, W.: Device for Protection of Testicle in Roentgen 
Examinations of Adjacent Organs and Bones, Acta radiol. 37: 288-290 
(March-April) 1952. 

11. Morgan, R. H.: Protection from Roentgen Rays, Am. J. M. Sc. 
226: 578-586 (Nov.) 1953. 

12. Trout, E. D.; Kelley, J. P., and Cathy, G. A.: Use of Filters to 
Control Radiation Exposure to Patient in Diagnostic Roentgenology, Am. 
J. Roentgenol. 67: 946-963 (June) 1952. 
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there is danger of gonadal injury. To think of gonadal 
injury only in terms of sterility is an error shared by not 
a few physicians. 

What measures are available for controlling the dan- 
ger discussed here? First, measures to decrease the ra- 
diation received by the patient, and especially his gonads, 
in necessary x-ray diagnostic procedures. Second, elimi- 
nation of procedures that involve radiation, when pos- 
sible. To decrease the radiation received by the patient, 
a simple, inexpensive method is at hand. It is the inser- 
tion of adequate filtration in flucroscopes and x-ray ma- 
chines. A filter that consists of 3 mm. Al is effective 
for fluoroscopes. This will reduce the radiation to 
about a quarter of that obtained when no filter is used. 
Another simple measure is careful regulation of the 
fluoroscope to the lowest setting that will serve. Proper 
accommodation of the eyes before beginning fluoroscopy 
permits a lower setting than would be used without this. 
The fluoroscope should be set at 3 ma., as higher cur- 
rents add nothing except radiation. Russell Morgan '* 
advocates certain safeguards in addition to filters. He 
favors the use of an attachment that shuts off the current 
(until it is reset) when the fluoroscope has been used 
for five minutes. He also stresses the value of restricting 
the fluoroscopic beam to less than 8 by 10 in., in order 
to limit both the direct and the scattered radiation. 

In radiography, Trout and his colleagues '’ showed 
that a filter of 2 mm. Al reduces the dose of radiation by 
80% at 50 kv. and reduces it by 70% at 100 kv. 
(most of the radiographic work at this hospital is at volt- 
ages within this range). Tables | and 2 show the very 
substantial decrease in output obtained at Hines Hos- 
pital when a filter consisting of 2 mm. Al was inserted in 
all the radiographic machines about five years ago. It is 
interesting to note that no adjustment of the x-ray tech- 
nical factors is necessary when the filter is inserted, as 
it absorbs radiation that would not affect the x-ray film 
in any helpful way. 

Another simple measure that can be used is the plac- 
ing of a lead-rubber strip over the pubic region when 
nearby parts are being x-rayed. This is applicable only 
to male patients, of course. To mask the ovaries with 
lead would interfere with the visualization of part of the 
pelvis and urinary tract on the film. There is also an ad- 
ministrative aspect to its use. This device would have to 
be used consistently, for its omission might be inter- 
preted by the patient as the oversight of a necessary pro- 
tection. 

The avoidance of unnecessary procedures that in- 
volve radiation is a matter that concerns primarily the 
physician who is not a radiologist. He is in a key position 
in making the decision of whether to obtain an x-ray. 
Radiologists who are asked to make an x-ray examina- 
tion are understandably reluctant to decline on the 
ground of possible excessive radiation if the referring 
physician deems the x-rays necessary. Practitioners 
generally should understand the hazards. They should 
stop and ask themselves whether there is any other way 
of reaching a diagnosis and whether the prospective gain 
from the examination warrants the risk. Radiation ther- 
apy is often recommended not only for malignant disease 
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but also for benign conditions. The physician should 
seriously consider, when a benign disease is present, 
whether some other therapy besides x-ray or radioactive 
substance is not available and equally effective. 


SUMMARY 
The geneticist’s concept of “maximum permissible ex- 
posure” should alert us to the long-range danger for 
individuals and the population as a whole from relatively 
small doses of radiation resulting from fluoroscopy and 
radiography. Many fluoroscopes and radiographic ma- 
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chines are used by medical personnel who are completely 
unaware of their radiation output. Measurement of out- 
put is easily done. The simple measure of inserting alu- 
minum filters in the radiographic and fluoroscopic tube- 
holder (2 mm. for the former, 3 mm. for the latter) re- 
duces the radiation considerably, without affecting the 
film or the brightness of the screen. Radiologists and 
other physicians should think about possible danger to 
the patient from too many radiographic examinations. 
Alternatives to radiation therapy should be considered, 
especially in benign conditions. 


DIAGNOSIS OF INFRAPULMONARY PLEURAL EFFUSION 


John W, Wilson, M.D., Dallas, Texas 


Discussion of infrapulmonary pleural effusion can 
be found in radiological literature and literature on 
the chest but has been completely omitted in gen- 
eral medical publications. Consequently, this pecul- 
iar type of pleural fluid collection frequently exists 
unrecognized or misdiagnosed, for it produces the 
illusion of an elevated diaphragm. It is, of course, 
necessary to distinguish pleural effusion from dia- 
phragmatic elevation, because the underlying causes 
of the two abnormalities, which may be entirely different, 
must be determined before proper therapeutic measures 
can be undertaken. The differentiation may not be made 
by diagnostic thoracentesis, for liquid in the infrapul- 
monary space may not be accessible to the aspirating 
needle by the ordinary tapping procedure. The diag- 
nosis can be established specifically by simple roentgeno- 
graphic methods, but these procedures are not per- 
formed routinely; before appropriate roentgen exami- 
nations are recommended, infrapulmonary effusion must 
be suspected. It is necessary therefore that all doctors 
who have the opportunity to observe chest roentgeno- 
grams be aware of this entity, suspicious of its existence, 
and acquainted with the methods and criteria of estab- 
lishing a precise diagnosis. 

Infrapulmonary effusion may be defined as the col- 
lection of any liquid or fluid in the pleural space beneath 
the lung and above the diaphragm. In a review of the 
literature,' only 62 reported cases of subpulmonic ef- 
fusions resembling an elevated diaphragm were found. 
Infrapulmonary effusion has been described as “atyp- 
ical,” “uncommon,” and “rare.” In my experience, it 
is atypical only in the sense that the accepted roentgen 
features of pleural effusion are absent: It is neither rare 
nor uncommon and is, indeed, encountered frequently. 
Perhaps the incidence of infrapulmonary effusion that 
I have observed is partially related to the numerous cases 
of traumatic hemothorax seen in this hospital, for blood 
in the pleural cavity appears to have a particular pro- 
pensity toward subpulmonic collections; however, all 
varieties of liquid, including blood, chyle, serous ef- 
fusions, pus, and other forms of transudates and exu- 
dates, have been observed as infrapulmonary effusions. 
It becomes apparent that the accumulation of an effusion 
in the supradiaphragmatic pleural space is largely inde- 
pendent of the composition of the fluid. Korol and Scott * 


have shown that subpulmonic liquid may be capped by a 
“veiled air bubble”; however, this gaseous capping is not 
a necessary, or even a frequent, component of infrapul- 
monary effusion. 

Twenty-four cases, obtained from the index files of 
the department of radiology for an eight month period 
in 1954, were reviewed for the preparation of this paper. 
These cases were selected with some discrimination, and 
several other cases in which there was infrapulmonary ef- 
fusion in association with the obvious features of pleural 
effusion were eliminated. More examples of this entity 
were given routine interpretations and not indexed and 
are thus lost to further study. Consequently, these 24 pa- 
tients are not intended to represent the actual incidence 
of infrapulmonary pleural effusion, for this abnormality 
is seen with even greater regularity than the number of 
cases reviewed would indicate. The underlying disease 
process in these 24 cases was as follows: pulmonary in- 
farction, 2 cases; trauma (hemothorax), 6 cases; acute 
rheumatic heart disease, 2 cases; Hodgkin’s disease, 2 
cases; empyema (with subphrenic abscess), one case; 
basilar pleurisy (complicating acute perforation of duo- 
denal ulcer), one case; breast carcinoma with pleural 
metastases, one case; bronchogenic carcinoma, one case; 
chronic glomerulonephritis (nephrotic stage), one case; 
arteriosclerotic and/or hypertensive heart disease with 
failure, 5 cases; sicklemia in crisis, one case; and dis- 
secting aneurysm of the aorta, one case. No attempt is 
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made in this paper to present che films for each case, for 
they are, in many respects, repetitious. Only those films 
that illustrate variations cf diagnostic importance are 
presented. 
ETIOLOGY AND MECHANISM 

Accumulations of effusions in the supradiaphragmatic 
pleural space may be manifestations of any disease proc- 
ess that results in transedation, exudation, or hemor- 
rhage into the pleural cavity; however, the mechanism 
of the confinement of effusions in the subpulmonic space 
is not known. Certainly, loculation is not a feasible ex- 
planation, for fluid in the infrapulmonary pleural space 
may move freely throughout the pleural cavity. Also, 
confinement of effusions is seen in acute cases (traumatic 
hemothorax ) in which there is no antecedent history or 
evidence of pleura! adhesions and where loculations can- 
not be presumed. Many factors have been proposed to 
explain the collection of fluid beneath the lung. Most of 
the factors that influence the distribution of pleural ef- 
fusions have been described originally by Rigler '* and 
Hessen,’ and it is unnecessary to repeat their discus- 
sions. Aside from the factors listed by these authorities, 
however, it would appear to me that there are two basic 
principles in the mechanism of infrapulmonary fluid col- 
lection. It is reasonable to suggest that the base of the 
lung is inherently more elastic than the remaining por- 
tions and is therefore more mobile. This is illustrated by 
the commonly recoznized fact that a restriction of the 


Fig. 1.—Typical intrapulmonary effusion on left resembling hemidia- 
phragmatic elevation. Note absence of usual signs of pleural effusion. 
Diagnosis was confirmed by multipositioned roentgenograms, similar to 
those shown in figure 6. 


lung base produces considerably more encroachment 
upon the vital capacity than do restrictions in the upper 
portions of the lung. The relatively small impairment of 
pulmonary function that results from thoracoplasty is 
an illustration of this. Furthermore, thoracic surgeons 
recommend maintaining a patient in the Trendelenburg 
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position in cases of pleurisy or hemothorax, so that any 
pleural scarring that results will form over the apex 
rather than the base and a better functional result will 
be obtained. Another clinical impression that would sup- 
port the theory of greater mobility of the base of the lung 
may be derived from the experience encountered with 


Fig. 2.—A, typical infrapulmonary effusion on right resembling dia- 
phragmatic elevation. Note absence of usual signs of pleural effusion. 
B, chest film taken with patient in right lateral decubitus position shows 
Obvious pleural effusion evacuated from infrapulmonary space and now 
Occupying dependent position along lateral chest wall. 


the patients whose cases were reviewed for this paper. 
Several of the patients who had, solely and entirely, in- 
frapulmonary fluid collections demonstrated a dimin- 
ished vital capacity and shortness of breath that were 
relieved with thoracentesis. In one patient, the amount of 
liquid was only 700 cc., but the respiratory function was 
completely restored to normal after aspiration of this 
relatively small volume from the infrapulmonary space. 

A second factor in the mechanism of subpulmonic ef- 
fusion would seem apparent; that is, that the negative 
intrapleural pressure would be greatest at the base as a 
result of diaphragmatic movement. As the diaphragm 
descends, the negative intrathoracic pressure in the in- 
frapulmonary pleural space is enhanced, so that the ex- 
isting fluid in the pleural cavity is withdrawn, by virtue 
of the greater pressure gradient, from the other com- 
partments of the pleural sac that are not influenced so 
directly by the diaphragiiatic excursion. There results 
a tendency tor the fluid or liquid to be sucked into the 
infrapulmonary space. Conversely, with elevation of the 
diaphragm, the negative intrathoracic pressure at the 
base is reduced, or becomes positive, disproportionate to 
the pressure changes effected in the remainder of the 
pleural cavity, and the liquid evacuates the subpulmonic 
space. This phenomenon may be observed in infrapul- 
monary effusion by having the patient affect forced ex- 
piration, the fluid being expressed from the subpulmonic 
space. With inspiration, the liquid is recovered in the 
pleural compartment below the inferior surface of the 
lung. 

Briefly, the distribution of fluid in the pleural cavity 
is dependent upon the competitive forces of the lung and 
fluid to occupy space; the combined factors of a greater 
negative intrathoracic pressure in the space above the 
diaphragm and the greater elasticity of the base of the 
lung result in fluid collecting in the subpulmonic area. 
Gravitational force is undoubtedly an important influ- 
ence, for the diagnosis is resolved by observing the fluid 
migration to dependent portions, when the patient is 
placed in various positions. 
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RECOGNITION AND DIAGNOSIS 


The recognition of this entity is directly proportional 
to the interpreter’s suspicion and his subjection of the 
patient to proper roentgenographic procedures. It is 
recommended that any patient who shows clinical or 
roentgenographic signs simulating an elevated diaphragm 
should have further studies to exclude the presence of 
infrapulmonary effusion. It has been shown by other in- 
vestigators * that pleural liquid may not be recognized 
roentgenographically in quantities less than 400 cc. Pos- 
sibly the reason that effusions of this magnitude and less 
cannot be detected by the routine anteroposterior chest 
roentgenogram, made with the patient in the upright po- 
sition, is that the liquid collects in the subpulmonic space 
and, when distributed over the diaphragmatic dome, is 
not apparent even as infrapulmonary effusion. Consistent 
with this assumption is the theory that infrapulmonary 
effusion represents the earliest stages of fluid collected 
in the pleural cavity.'” The usual signs of pleural effusion 
superseding the signs of infrapulmonary effusion have 
been observed in several instances after progressively 
larger quantities of liquid collect in the pleural cavity; 
however, fluid, in volumes exceeding 1,000 cc., may 
locate exclusively in the subpulmonic space without pro- 
ducing any of the accepted roentgen features of pleural 


Fig. 3.—Lateral view of infrapulmonary effusion on right simulating 
elevated diaphragm. Superior limits of infrapulmonary eflusion on right 
resemble normal diaphragmatic contour. Posteroinferior slope and sharp- 
ness of posterior costophrenic sulcus are preserved. Small linear density 
(arrow) in major lobar fissure inferiorly is only clue that effusion may 
exist. 


effusion. Therefore, infrapulmonary collections do not 
necessarily carry the inference that the effusion is either 
early or small in amount. 

Distribution of Effusion.—On the routine anteropos- 
terior chest roentgenogram, made with the patient in the 
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upright position, the density of the liquid in the subpul- 
monic space forms an arcuate convexity on its superior 
surface and blends with the diaphragmatic shadow below 
to resemble an elevated diaphragm (fig. 1, 2A, 3, 4, 5, 
and 6A). The superior convex border of the liquid, as 
delineated by the visceral layer of the pleura on the un- 


‘Fig. 4.—Infrapulmonary effusion simulating elevation of right hemi- 
diaphragm. Note angulation and lateral descent of superior margin of 
effusion, which differs slightly from normal contour of diaphragmatic leaf. 


dersurface of the lung, is sharp, round, and smooth and 
may conform identically to the usual arcuation of the 
diaphragmatic leaf. On the lateral chest roentgenogram 
(fig. 3), the normal caudal slope of the diaphragm pos- 
teriorly is maintained and the posterior costophrenic 
sinus may remain sharp, although, ordinarily, filling of 
the posterior pleural sinus is considered the earliest sign 
of pleural effusion. Other common diagnostic roentgen 
features of pleural effusion, such as blunting of the costo- 
phrenic sinuses, flattening of the diaphragmatic shadow, 
blurring at the lung base, graduating zones of opacity,’ 
the ribbon-like density along the lateral thoracic wall,” 
and dislocation of the mediastinal contents toward the 
opposing slide, may also be completely absent. Occasion- 
ally, the diagnosis can be interred from the contour of 
what appears to be the diaphragmatic dome. The su- 
perior border of the fluid originating medially may 
course obliquely upward toward the lateral thoracic wall 
and extend farther laterally than the normal diaphrag- 
matic cupula, before it descends into the lateral costo- 
phrenic sinus (fig. 4). This contour is not precisely that 
of the normal diaphragm, and when it is observed infra- 
pulmonary effusion may be suspected.'* Of course, if any 
of the usual roentgen features of pleural effusion are 
present in association with what appears to be an ele- 
vated diaphragm, a subpulmonic fluid collection should 
be suspected. At times, a smail amount of liquid may be 
seen dissecting into the inferior portion of the major 
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lobar fissure (fig. 3), which may be a clue that pleural 
effusion actually accounts for the apparitional diaphrag- 
matic elevation. If the infrapulmonary fluid collection 
is on the left, its presence may be suspected by the in- 
creased distance between the inferior margin of the lung 
and the superior margin of the gastric air bubble (fig. 
5A and 6A). Normally, the gastric fundus occupies an 
anatomic position directly under and in close proximity 
to the diaphragm; any increased thickness of the density 
between these two structures may be interpreted as an 
interposed mass or fluid situated subdiaphragmatically 
or supradiaphragmatically. In such a circumstance, it is 
advisable to do barium studies of the stomach ° or dis- 
tend the stomach with gas by giving the patient a car- 
bonated beverage or compound effervescent powder 
(Siedlitz powder). If, by these studies, the gastric fundus 
is shown to remain smooth and round and maintain its 
normal contour, one may exclude the possibility that the 
fluid is collected beneath the diaphragm, for, in this 
instance, it would impress or otherwise deform the gas- 
tric outline. With this line of reasoning, one may con- 
clude that the distance between the base of the lung and 
the smooth, round gastric fundus is produced by a col- 
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Fig. 5.—A, infrapulmonary effusion on left indicated by accentuated 
distance between the superior limits of gas-distended gastric fundus (pa- 
tient was given a carbonated beverage) and inferior limit of left lung. 
Fundus is not deformed, indicating that interposed density is above 
diaphragm. B, infrapulmonary effusion on right complicating large sub- 
phrenic abscess. Gas-filled cavity delineates undersurface of diaphragm, 
indicating that supradiaphragmatic pleural effusion is responsible for 
increased thickness of density between diaphragm and lung base. Same 
sign may be elicited by diagnostic pneumoperitoneum. 


lection of fluid above the diaphragm in the pleural cavity. 
In infrapulmonary effusions of the right side, a similar 
diagnostic sign would have to be obtained by the pres- 
ence of free air in the peritoneal cavity (pneumoperi- 
toneum, diagnostic or spontaneous) serving as a con- 
trast medium to outline the undersurface of the dia- 
phragm. Any accentuation of the thickness of the space 
between the abdominal air and the lung base may be in- 
terpreted as an interposition of fluid in the infrapul- 
monary space (fig. 5B). 

Change in Distribution.—Ordinary anteroposterior 
chest roentgenograms, taken with the patient in the up- 
right position, exposed during the expiratory phase, il- 
lustrate another feature of diagnostic consequence; that 
is, that the distribution of the effusion may be changed. 
When the roentgenogram is exposed during this phase, 
the liquid is forcibly displaced from the infrapulmonary 
space by the ascent of the diaphragm and assumes the 
typical S-line of pleural effusion. This may also be ob- 
served by fluoroscopy.'* Parsonnet '' effected a similar 
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change by pneumoperitoneum in which the intraperi- 
toneal pressure produced elevation of the diaphragm 
and displaced the fluid from beneath the lung. 

At roentgenoscopy, the superior convex contour of 
the fluid may show an excursion consistent with the nor- 
mal diaphragmatic movement, but, with closer observa- 
tion, one sees transmission of the cardiac pulsations 
through the liquid medium. Six of the patients whose 
cases were reviewed for this paper and who were ob- 
served under the fluoroscope showed a pulsatile activity 
of the superior margin of the infrapulmonary effusion 
that was synchronous with the cardiac cycles. If this 
finding is recognized at fluoroscopy, the diagnosis will 
be evident. 


Shift of Effusion with Different Positions.—Fluoro- 
scopic or roentgenographic examination of the patient in 
different postures, so that the shift of the effusion from 
the infrapulmonary space can be observed, is perhaps 


Fig. 6.—A, routine anteroposterior chest roentgenogram, taken with 
patient in upright position. Elevation of left hemidiaphragm and solid 
parenchymal mass (arrows) in left lung base appear to be present. The 
patient had had radical mastectomy for breast carcinoma, and mass was 
initially interpreted as metastatic lung lesion. B, anteroposterior chest 
roentgenogram taken with patient in left lateral decubitus position. Effu- 
sion dissects laterally, and apparent lung density has disappeared. Illusion 
of diaphragmatic elevation is lost. C, anteroposterior chest roentgenogram 
taken with patient in right lateral decubitus position. Effusion occupies 
mediastinal reflection of pleural cavity, and there is no longer illusion of 
high left leaf of diaphragm or mass in left lung. D, routine anteroposterior 
chest roentgenogram, taken with patient in upright position (taken after 
thoracentesis). No fluid could be obtained until patient was placed in left 
lateral decubitus position, at which time 700 cc. was removed and 
symptoms were completely relieved. Diaphragm is at normal level, and 
there is no evidence of residual pleural effusion. Note relative distance 
between gastric air bubble and inferior margin of left lung. Compare this 
film with initial film of patient before thoracentesis (fig. 6A). 


the easiest and most informative of the roentgen proce- 
dures. As the patient is put in the decubitus position 
(lying on the affected side), the liquid is seen in the 
lateral costophrenic sinus and along the lateral thoracic 
wall, producing the characteristic ribbon-like density of 
pleural effusion (fig. 2B and 6B). If the patient is put 
in the opposite decubitus position (lying on the unaf- 
fected side), the liquid dissects into the mediastinal re- 
flection of the pleural cavity (fig. 6C). With the patient 
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in the Trendelenburg position, the effusion gravitates 
over the apex; with the patient in a supine position, the 
liquid forms a thin sheet in the dependent posterior 
pleural space and produces a general hazy opacification 
of the affected hemithorax. With the patient in any of 
these positions, as the effusion is distributed to depend- 
ent portions of the pleural cavity, the illusion of an 
elevated diaphragm is dispelled (fig. 6B and 6C). Yater 
and Rodis") observed by fluoroscopy the shift of a 
pleural effusion when the patient was moved from a re- 
cumbent to a vertical position. With vertical tilting, the 
liquid remained in the posterior pleural space until the 
patient’s position was almost upright. At this instant, 
the fluid collected in the infrapulmonary space, simulat- 
ing the original appearance of an elevated diaphragm. 
This sequence has been duplicated repeatedly in our 
patients. 

Kymography.—Roentgen kymography may be used 
to observe the pulsatile activity of the infrapulmonary 
liquid and its movement coincident with the diaphrag- 
matic excursion; however, this is a refined roentgen- 
ographic procedure that is not available to most physi- 
cians and is not necessary in the diagnosis of infrapul- 
monary effusion. 

Evaluation of Pulmonic Structure.-—Comment should 
be given to an additional diagnostic application of roent- 
genograms exposed with the patient in different posi- 
tions when a pleural effusion exists. Frequently, the 
density of the pleural liquid masks roentgenographic 
study of the lung, and it is impossible to evaluate the 
integrity of the pulmonic structures. If films of the chest 
are exposed with the patient in various postures, cor- 
responding portions of the lungs will be cleared of the 
superimposed pleural density and hidden pulmonary ab- 
normalities may become evident. Conversely, confusing 
pleural fluid densities that are interpreted as lung pa- 
thology may disappear as the position of the patient is 
changed. This point is illustrated in figure 6A where the 
apparent nodular density in the left base, which was 
interpreted initially as a metastatic lung lesion, com- 
pletely vanished on the multipositioned films. It obvi- 
ously represented a fortuitous density of the pleural 
liquid, which produced the visual impression of a solid 
lung mass. Furthermore, in patients who have passive 
congestion of the pulmonary venous circuit, the lateral 
decubitus position will effect a redistribution of the ve- 
nous stasis to the dependent lung; the lung on the up- 
ward side will appear to be free of any congestion, which 
renders it roentgenographically clear and eliminates the 
deceptive shadows of vascular engorgement. This phe- 
nomenon has been observed on several occasions and 
made it possible in two cases to perceive a hypostatic 
pneumonia that was not otherwise an available roentgen 
diagnosis. 

TREATMENT 

The treatment of infrapulmonary pleural effusion is 
not unlike the treatment of pleural fluid of any etiology; 
however, thoracentesis may be unsuccessful in evacuat- 
ing the fluid from the infrapulmonary space (legend, fig. 
6) unless the patient is placed in a decubitus position with 
the involved side down during the tapping procedure. 
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In infrapulmonary effusions, the respiratory inca- 
pacity may be quite severe, even though the volumetric 
accumulation of the fluid is relatively small. The cause 
for this has been alluded to in the foregoing paragraphs 
and, in part, may be based upon the greater mobility and 
elasticity of the lung base, so that any encroachment at 
this point is more severely reflected in functional de- 
ficiencies. Even if the effusion is not quantitatively suffi- 
cient to effectively reduce the ventilatory space, difficult 
breathing may still result from (1) the mechanical pres- 
ence of the effusion reducing the pulmonary compliance 
and (2) the proprioceptive reflexes occasioned by the 
pressure of the fluid on the lung or diaphragm, which 
tends to perpetuate inspiration and hold the lungs in a 
state of inflation. With this physiological concept and 
with the experience encountered with the patients re- 
viewed for this paper, it is recommended that a thor- 
acentesis be performed if there are any symptoms of 
respiratory embarrassment, even though only small col- 
lections of fluid in the infrapulmonary space are present. 
Any further treatment is the same as the usual thera- 
peutic measures for the underlying disease. 


SUMMARY 

The incidence of infrapulmonary pleural effusion in 
my experience is greater than is recognized. An accurate 
diagnosis of this condition can be established by the use 
of proper roentgenographic procedures. Two basic fac- 
tors in the mechanism of confinement of fluid in the infra- 
pulmonary pleural space are the greater negative intra- 
thoracic pressure in the space above the diaphragm and 
the greater elasticity of the base of the lung. Even though 
the amount of accumulated fluid may be small, respira- 
tory incapacity may be severe; thoracentesis is recom- 
mended if there are any symptoms of respiratory em- 
barrassment. 
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The Waterh Friderich Syndrome.—The seriousness of 
the Waterhouse-Friderichsen syndrome has teen stressed since 
its original description. The classical picture of an acute in- 
fection, usually meningococcemia, associated with profound 
circulatory collapse and followed rapidly by purpura, anuria, 
hypoglycemia and death is well known. . . In the patient 
whose condition clinically suggests this syndrome, blood morph- 
ology may be a valuable diagnostic aid. A marked neutrophilia 
with normal eosinophil levels, or even eosinophil levels above 
50 to 75 per cu. mm. of blood, are common findings. . . . 
Blood and spinal fluid smears and cultures should be made. This 
is one of the rare instances in which bacteria, usually menin- 
gococci, may be found in a direct blood smear, especially one 
made by puncturing petechiae in the skin. Smears and cultures 
of spinal fluid generally are negative, since death usually occurs 
before the leptomeninges are invaded. . . . Prior to the advent 
of cortisone, patients developing the Waterhouse-Friderichsen 
syndrome died. Today, however, a considerable number of 
patients treated with antibiotics and adrenal steroids recover. 
Therapy is directed along three lines: (1) intensive antibiotic 
treatment for control of the infection; (2) cortisone and hydro- 
cortisone in large, repeated doses; and (3) other supportive 
measures, as adequate fluid and electrolyte replacement.—C. D. 
McMillan, M.D., W. N. Powell, M.D., and R.D. Haines, M.D., 
The Diagnosis and Treatment of Adrenal Insufficiency, The 
Medical Clinics of North America, July, 1955. 


58 
5 


1428 PULMONARY BERYLLOSIS—THEODOS ET AL. 


CLINICAL NOTES 


CHRONIC PULMONARY BERYLLOSIS 


Peter A. Theodos, M.D. 
Heinrich Brieger, M.D. 
and 


Richard T. Cathcart, M.D., Philadelphia 


The occurrence of progressive changes in the lungs 
after exposure to finely divided beryllium compounds is 
now well recognized.’ The clinical picture may be acute 
or chronic and is characterized in both types by pul- 


Fig. 1.—Roentgenogram showing diffuse coalescent nodular infiltration, 
most marked in the upper lobes. 


monary insufficiency. The chronic form occurs usually 
after a period of clinical latency following the last ex- 
posure to beryllium. The characteristic pathological pic- 
ture in chronic beryllosis consists of multiple granulomas, 
increased interalveolar septal fibrosis, and a lymphocytic 
and mononuclear cellular response. The diagnosis is fre- 
quently unsuspected because of the delayed emergence of 
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symptoms after the last contact and the similarity clini- 
cally and on the roentgenogram to sarcoid, silicosis, and 
tuberculosis. The roentgenographic findings may precede 
symptoms by many years or may not be noted until after 
the onset of symptoms. The following case is considered 
of interest because, although it embodies the classical 
clinical features of the disease, the definitive diagnosis 
was established and appropriate treatment made possible 
only through the medium of a lung biopsy. 


REPORT OF A CASE 


A 30-year-old Negro male was admitted to the hospital on 
June 20, 1953, with the chief complaint of dyspnea for one 
year. This was previously present on exertion only but was now 
present even at rest. His only other complaints were a dry cough 
and a weight loss of 5 Ib. (2.3 kg.) in the past six months. Sys- 
temic review was essentially normal. The history was significant. 
For a period of four months between October, 1942, and Janu- 
ary, 1943, he had worked in a factory using beryllium. His 
duties had been to mix chemicals in powder form. He had 
stopped work because of the development of a generalized rash 
and swelling of the joints of undetermined cause. He served in 
the Army from 1944 to 1946, being stationed in the Philippines, 
Japan, and France. From September, 1946, until the present 
he has been employed as an attendant in a Veterans Adminis- 
tration hospital. A preemployment roentgenogram on Sept. 9, 
1946, revealed some increase in the hilar shadows bilaterally but 
no parenchymal disease. Subsequent serial roentgenograms 
showed no change until May 5, 1949, when the right hilar 
shadows appeared more prominent. Slight granularity of the 
lung fields was first detected on a roentgenogram of Nov. 29, 
1950. By June 11, 1951, definite stage | nodulation was present. 
Hospitalization for 42 days was effected at this time. The only 
significant finding was the report of sarcoid following a supra- 
clavicular fat pad biopsy. Subsequent roentgenograms showed 
increase in the nodulation with beginning coalescence in April, 
1952. The last film (March 10, 1953) prior to this admission 
showed further coalescence of the nodules. Physical examina- 
tion revealed a well-developed and well-nourished adult Negro 
in no apparent distress. The pulse rate was 88 per minute, blood 
pressure, 130/80 mm. Hg, weight, 172 Ib. (78 kg.), and respira- 
tions, 24 per minute. The lungs were clear throughout, and the 
rest of the general examination revealed no abnormalities. 
Roentgenographic study (fig. 1) revealed a coalescent nodular 
infiltration throughout both lungs, most marked in the upper 
lobes. The lymph nodes in both hilar regions were enlarged. 
Both leaves of the diaphragm were smooth and showed 80° 
of normal motion. A complete blood cell count and urinalysis 
revealed normal findings. The blood protein value was 7.84 gm. 
per 100 cc., with albumin 5.4 gm. per 100 cc. and globulin 2.7 
gm. per 100 cc. The tuberculin test was negative to both strengths 
of purified protein derivative of tuberculin. 

The clinical picture was compatible with pulmonary sarcoi- 
dosis or pulmonary beryllosis. For purposes of definitive diag- 
nosis a lung biopsy with the use of the Klassen technique ° was 
performed on Jupe 23, 1953, with the patient under local anes- 
thesia. The lung was found free in the pleural space and con- 
tained fine nodules throughout the entire palpable area. Histo- 
logical study revealed the typical pattern of chronic pulmonary 
granulomatosis seen in beryllosis (fig. 2). Pulmonary function 
studies gave the following results: vital capacity, 2,982 cc. (S5% 
of predicted value); maximum breathing capacity, 181 liters per 
minute (127% of predicted value); ventilation at rest, 7.7 liters 
per minute; ventilation during the first minute of recovery, 40.5 
liters per minute; arterial oxygen saturation at rest, 95% and 
after exercise, 79.8%; and residual volume, 1,297 cc., repre- 
senting 27% of total lung volume. 

From these findings it was evident that no significant emphy- 
sema was present and that ventilatory function was excellent 
despite a restricted lung volume. These features, in addition to 
the hyperventilation that was very marked on exercise and the 
precipitous fall in arterial oxygen saturation, strongly suggested 
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the presence of the syndrome described as “alveolar-capillary 
block,” which is typically seen in beryllosis.“ After treatment 
with 1,900 mg. of cortisone over a period of 11 days, objective 
improvement was noted. The vital capacity had increased to 
3,461 cc. and the maximum breathing capacity to 216 liters per 
minute. The resting arterial oxygen saturation was 98.0% and 
significantly fell to only 89.6% after exercise. The resting ven- 
tilation was of the same order as before treatment, but there 
was a diminution of the ventilation during the recovery period. 
Subjective improvement was also noted. The patient's sense of 
well-being was enhanced, and he performed the exercise with 
far less discomfort. After the above studies were completed, 
therapy was started with a maintenance dose of 50 mg. of corti- 
sone daily for the next 30 days. The dose was then reduced to 
25 mg. daily, and this dosage was continued until Jan. 12, 1954. 
Physiological studies at that time revealed no further improve- 
ment in the patient’s pulmonary function. Repeated roentgeno- 
grams of the chest taken during the period of treatment have 
shown no change in the nature or extent of the pulmonary 
changes. Symptomatically there has also been no further im- 
provement in the degree of cough or dyspnea. 


COMMENT 

Pulmonary involvement in beryllosis results from in- 
halation of finely divided beryllium compounds. The nor- 
mal protective mechanism of the upper respiratory tract 
removes a considerable number of the inhaled particles, 
but a variable number reach the alveoli. Absorption oc- 
curs from the lungs, depending on the solubility of the 
compound, and the beryllium is distributed throughout 
the body.'" It appears that the less soluble compounds 
tend to cause chronic beryllosis, which may explain the 
delayed emergence of symptoms after exposure. In this 
case the exact nature of the inhaled compounds was not 
determined. The onset of chronic beryllosis may be in- 
sidious, with minimal cough and fatigue, but pulmonary 
insufficiency is soon evidenced by progressive dyspnea 
and cyanosis. The basic defect in pulmonary function is 
that of an alveolocapillary block, in that there is impaired 
diffusion of oxygen across the alveolar membrane, the 
permeability of the latter presumably having been altered 
by the deposition of beryllium granulomas. Pulmonary 
emphysema is generally not present early, and ventilatory 
function is normal. These facts were exemplified by the 
pulmonary function studies in this case that indicated the 
basic defect to be that of an alveolar-capillary disturb- 
ance. As the granulomatous process develops, em- 
physema becomes a factor.* 

The diagnosis in chronic beryllosis is generally diffi- 
cult. The delayed emergence of symptoms does not bring 
the patient to the roentgenologist very early. The roent- 
genologic picture itself is not specific, and without a his- 
tory of exposure to beryllium the true diagnosis may not 
be suspected. It is in such diffuse pulmonary lesions that 
lung biopsy affords the means of establishing a rapid, ac- 
curate diagnosis. The histological findings are sufficiently 
specific to permit identification if an adequate piece of 
lung tissue can be obtained for study. This is readily pos- 
sible by means of the Klassen type of biopsy. The proce- 
dure is simple, well tolerated, and produces minimal 
complications.’ It has been possible to recover beryllium 
from the lungs of persons who have died of beryllosis." 
It remains to be seen whether the small amount of tissue 
obtained by this form of biopsy will permit this determi- 
nation. 
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The prognosis without treatment is generally poor, 
mortality rates ranging from 10 to 25%. Death occurs 
from pulmonary insufficiency with eventual failure of the 
right side of the heart. The use of corticotropin (ACTH ) 
and cortisone has produced definite improvement sub- 
jectively and objectively as measured by pulmonary func- 
tion studies. These agents appear to retard the progres- 
sion of the disease into a more fibrotic state.'" Prompt 
application of this form of therapy was possible in this 
case with establishment of the correct diagnosis after 
biopsy. There was definite improvement with the use of 
cortisone over a period of six months as reflected in the 
symptoms and pulmonary function studies; however, no 
change in the roentgenogram was noted. 


Fig. 2.—Photomicrograph showing a granuloma containing several 
doubly refractile, blue, laminated, amorphous bodies characteristic of 
beryllosis, >» 200. Note the marked fibrosis. 


SUMMARY 
In a case of chronic pulmonary beryllosis, with onset 
of disease eight years after exposure to beryllium had 
ceased, a definitive diagnosis was established through the 
medium of a lung biopsy. Treatment with cortisone ap- 
pears to have produced temporary arrest of the disease. 
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TREATMENT OF PYELOURETEROCYSTITIS 
CYSTICA WITH NEOMYCIN 


Capt. Robert §. Cox Jr. (MC), U. S. Army 
Ward A. Soanes, M.D. 
and 


Col. Earl C. Lowry (MC), U. S. Army 


Pyeloureterocystitis cystica is a progressive disease of 
obscure etiology, but the concensus of opinion is that it is 
secondary to chronic urinary tract infection.‘ Numerous 
treatments have been advocated, but all have apparently 
given only temporary relief and have not altered the basic 
progression of the disease. It was our opinion that in- 
tensive chemotherapy would eliminate the chronic focal 
infection and thus stop the progression. The patient 
whose case is to be presented had a chronic pyelonephri- 
tis, due to Aerobacter aerogenes, that was resistant to 
all of the commonly used antibiotics. After many at- 
tempts at chemotherapy had failed, neomycin was given 
intramuscularly, with dramatic results. 

Neomycin was chosen, since A. aerogenes is generally 
sensitive to this drug and neomycin resistance does not 
correlate with resistance to other broad-spectrum anti- 
biotics, with the possible exception of streptomycin.* 
Intramuscular administration is necessary, since this drug 
is poorly absorbed from the gastrointestinal tract. When 
given parenterally, it is preferentially excreted by the kid- 
neys, thus making it an excellent drug for treating 
genitourinary tract infections. There is evidence that 
bacteria rarely develop resistance to neomycin in vivo." 

The primary toxic effects of neomycin are damage to 
the auditory portion of the eighth nerve and to the renal 
parenchyma. Recent evidence, however, indicates that 
the therapeutic-toxic ratio is low enough that use of neo- 
mycin is indicated if the following criteria are met *: (1) 
a neomycin-sensitive organism is present that does not re- 
spond to less potentially toxic agents, (2) renal function 
is good, and (3) dosage is limited to 1 gm. per day for 
8 to 10 days. Waisbren and co-workers,*" Nesbit and co- 
workers,** and Duncan and co-workers *” have reported 
series of genitourinary tract infections treated with par- 
enterally given neomycin. They achieved excellent thera- 
peutic results and no serious toxic side-effects when the 
above criteria were strictly followed. 
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The neomycin used in this study was supplied by the Upjohn Com- 
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REPORT OF A CASE 

The patient was a 37-year-old white male, whose history re- 
vealed recurrent otitis media in childhood and scarlet fever at 
age 11. There were no known sequelae and no history indicative 
of chronic renal disease. In October, 1951, during a routine 
physical examination, a diagnosis of inactive aortic insufficiency 
was made. In February, 1952, he had onset of acute chills and 
fever and was hospitalized. A diagnosis of subacute bacterial 
endocarditis due to alpha-hemolytic streptococci was made, and 
he responded well to massive doses of penicillin. In April, 1952, 
he had an episode of apparently sterile left cerebral embolism, 
with subsequent nearly complete recovery. In August, 1952, he 
was digitalized due to extensive cardiac valvulitis and has since 
been maintained with 0.1 gm. of digitalis daily, with no episodes 
of cardiac failure. During this hospitalization no evidence of 
any renal disease was noted. In August, 1952, he developed an 
abscessed tocth from which alpha-hemolytic streptococci were 
cultured. This extraction and further dental work was covered 
with therapeutic courses of penicillin and oxytetracycline (Terra- 
mycin). 
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Fig. 1.—Biopsy specimen of bladder lesion showing cystitis glandularis 
cystica (« 100). 


On Dec. 1, 1952, the patient was again hospitalized with chills 
and fever, sharp left subcostal pain, and urinary frequency and 
burning. Blood cultures were repeatedly negative, but a gross 
pyuria was noted from which A. aerogenes was cultured. This 
organism was sensitive in vitro to chloramphenicol and strepto- 
mycin and resistant to penicillin, bacitracin, chlortetracycline 
(Aureomycin), and oxytetracycline. No other antibiotics were 
tested. Urine cultures and guinea pig inoculations for Myco- 
bacterium tuberculosis were negative. Intravenous and retro- 
grade pyelograms revealed minimal calycectasis of the middle 
calyx of the left kidney, compatible with an old pyelonephritis 
or pyelitis cystica.'* Cystoscopy revealed a picture typical of 
cystitis cystica in the bladder. Biopsy of the cystic lesions was 
done, and the pathological diagnosis was cystitis glandularis 
cystica (fig. 1). From December, 1952, through February, 1953, 
the patient was given massive doses of chloramphenicol, di- 
hydrostreptomycin, sulfisoxazole (Gantrisin), and methenamine 
(Mandelamine) mandelate in various combinations, with mod- 
erate clinical improvement; but the gross pyuria persisted, and 
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the urine culture remained positive. Repeat in vitro sensitivity 
tests at this time showed that the Aerobacter organisms had be- 
come insensitive to chloramphenicol and streptomycin, but addi- 
tional tests showed them to be moderately sensitive to sulfisoxa- 
zole, neomycin, and polymyxin. Further intensive therapy with 
penicillin, streptomycin, and sulfisoxazole combined and a 
therapeutic course of polymyxin did not help. Therapy with poly- 
myxin was stopped after seven days due to neurotoxic symptoms. 
Repeat cystoscopy and retrograde pyelography in March, 1953, 
showed marked progression of the cystic lesions into both 
ureters and the pelves of both kidneys (fig. 2). Urine cultures 
from both ureters were positive for A. aerogenes. The patient 
was given further intensive sulfisoxazole therapy and a thera- 
peutic course of nitrofurantoin (Furadantin) with no improve- 
ment. 

On July 28, 1953, the patient was rehospitalized for a trial 
of therapy with intramuscularly given neomycin. In vitro tube 
sensitivity tests on the Aerobacter organisms at this time showed 
that neomycin was inhibitory and lethal in a concentration of 
2 mcg. per milliliter but only inhibitory at 1 mcg. per milliliter. 
No other single antibiotic was lethal. The only antibiotic com- 
bination that was lethal was polymyxin, 0.5 mcg. per milliliter, 
plus chloramphenicol, 10 mcg. per milliliter. There was no 
synergism between streptomycin and neomycin. These results 
were not reported until the initial course of neomycin and strep- 
tomycin had been completed. Blood urea nitrogen values were 
normal, and audiograms with masking revealed a 1 to 3% high 
tone loss bilaterally. Cystoscopy was performed again with essen- 
tially the same findings as before, and sodium indigotin disulfo- 
nate and phenolsulfonphthalein dye tests revealed good renal 
function. Therapy was started with 0.5 gm. of neomycin twice 
a day and | gm. each of streptomycin and dihydrostreptomycin 
daily. Within 48 hours, there was no microscopic pyuria, urine 
cultures were sterile, and there were no further urinary symp- 
toms. After a week, therapy with the streptomycins was discon- 
tinued and the dosage of neomycin changed to 0.5 gm. daily for 
one additional week. One-quarter gram was then given twice 
a week for a month and once a week for another two weeks. 
During this time no microscopic pyuria was noted and urine 
cultures were repeatedly sterile. Seventeen days after therapy 
was stopped the patient had a recurrence of gross pyuria that 
promptly cleared with a single 0.5 gm. dose of neomycin. In 
the succeeding 10 months the patient has had six mild recur- 
rences of pyuria with concomitant urine cultures growing A. 
aerogenes. In each case a single 0.25 gm. dose of neomycin 
has been completely effective in clearing the pyuria and steriliz- 
ing the urine. The Aerobacter organisms have remained mod- 
erately sensitive to neomycin in vitro but insensitive to all other 
antibiotics tested. 

In March, 1954, cystoscopy and retrograde pyelograms were 
repeated and it was felt there had been approximately a 50% 
reduction in the cystic lesions of the bladder. Blood urea nitro- 
gen values have remained normal, and a repeat audiogram 
showed a 12 to 15% high tone loss bilaterally. This was felt 
to be an appreciable, but not clinically significant, hearing loss. 
The patient is still being followed in June, 1955, and single 
0.25 gm. doses of neomycin once or twice monthly are con- 
trolling all signs and symptoms. 


COMMENT 

Neomycin has long been thought of as a toxic drug, 
but recent literature reviews indicate that it is safe when 
properly used. In the case presented here, this drug was 
given in intermittent small doses for two years, after 
a therapeutic course. There was an excellent therapeutic 
response, and no serious toxic side-effects were observed. 
In spite of intensive and varied antibiotic treatment the 
severe chronic pyelonephritis due to A. aerogenes per- 
sisted in this patient until intramuscular therapy with 
neomycin was instituted. It is felt that the streptomycin 
played no role in this case, since it showed no synergism 
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in vitro and was previously ineffective. The pyuria dis- 
appeared, and the urine culture became negative within 
48 hours. The patient has had only infrequent mild re- 
currences since that time; these have been promptly and 
completely controlled with a single small dose of neo- 
mycin. Cystoscopy and pyelography have revealed a 
marked regression of the cystic disease since the institu- 
tion of neomycin therapy, instead of the expected pro- 
gression. It is postulated that pyeloureterocystitis cystica 
is a sequela of chronic urinary tract infection and that the 
patient is continually reinfected by the rupture of the 
small cysts. If this reinfection is not promptly controlled 
by effective antibiotic therapy the disease progresses. 
Many of the organisms producing the chronic urinary in- 
fections are resistant to the commonly used antibiotics, 


Fig. 2.—Right kidney and upper ureter on intravenous pyelogram 
taken in March, 1953. 


and thus treatment has been difficult. Neomycin has been 
shown to be an effective and safe drug to use in controlling 
some of these resistant infections. 


SUMMARY 


A patient with chronic pyelonephritis and pyeloure- 
terocystitis cystica due to Aerobacter aerogenes was 
treated with intramuscularly given neomycin for two 
years, with complete remission of clinical symptoms, 
disappearance of pyuria, sterilization of the urine, and 
regression of the cystic lesions. Mild recurrences have 
been controlled with intermittent single small doses of 
neomycin as needed, and no significant toxic effects of 
the drug have been noted. 
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ECTODERMAL DYSPLASIA PRESENTING 
AS FEVER OF UNKNOWN ORIGIN 


Frank C. Stiles, M.D. 
and 


James R. Weir, M.D., Monroe, Wis. 


One cause of fever of obscure origin may be ecto- 
dermal dysplasia of the anhidrotic type. The absence of 
sweat glands and other characteristic features may be 
easily overlooked. In the case presented, as in similar 
cases, many months elapsed before the diagnosis be- 
came apparent. 

REPORT OF A CASE 

A white male infant, aged 11 months, was brought to the 
Monroe Clinic on Feb. 24, 1954, because of bouts of unex- 
plained fever since birth. The history revealed that the child 
had been delivered by cesarean section during the eighth month 
of the mother’s pregnancy. This delivery was performed be- 
cause of the development of an obstetric complication, the exact 
nature of which is not known. The infant weighed approxi- 
mately 6 Ib. (2,721.55 gm.) at birth. Shortly after birth the 
child developed a skin rash and was described as being a feed- 
ing problem. It was then noticed that the child began to run 


Fig. 1.—Peculiar wrinkling of skin around eyes and total absence of 
eyebrow hair in patient, aged 11 months, with ectodermal dysplasia. 


unexplained bouts of fever. The parents took the boy home 
from the hospital after a two and one-half week period. He 
remained at home four days. During this time his temperature 
was elevated intermittently. The child was returned to the local 
hospital, where no obvious cause of the fever was found. The 
child was then referred to another hospital. Except for a one- 
month period at home, the child remained in this hospital for 
the next seven months. During this time the child ran inter- 
mittent bouts of fever and was frequently hoarse. Numerous 
diagnostic procedures were performed, and many antibiotics 
were administered. Cultures from the larynx showed various 
organisms on different occasions. Endamoeba coli, Micro- 
coccus pyogenes var. aureus, and hemolytic streptococci were 
isolated. These were not sensitive in vitro to streptomycin, 
oxytetracycline (Terramycin), cloramphenicol (Chloromycetin), 
chlortetracycline, or penicillin. Because of the laryngeal con- 
dition, the child was referred to an ear, nose, and throat 
specialist who found only a mild laryngitis. Throughout one 
week of observation, the child’s temperature was normal. Cul- 
ture at this time showed the presence of Pseudomonas aerugin- 
osa. No significant abnormality to which the fever could be 
attributed was found. During the next three-month period while 
the child remained at home, he ran frequent bouts of fever 
to 103 F. Various antibiotics were prescribed for these fevers. 


J.A.M.A., Aug. 20, 1955 


Physical examination showed a well-developed, well-nour- 
ished white boy who appeared to be in surprisingly good con- 
dition, in view of his history. He seemed to have a normal 
mentality for an infant of 11 months. The child was of very 
fair complexion. A slight eczema was present on both cheeks 
on the initial examination, and the child’s skin did not look 
normal. The skin was thin and translucent; it appeared some- 
what dry and loose. There was an unusual and noticeable 


Fig. 2.—Movth of child with ectodermal dysplasia showing hypoplasia 
of alveolar processes and abnormal dentition. 


wrinkling about the eyes (fig. 1) that gave the infant the 
appearance of “a litthke old man.” The hair was sparse and of 
fine texture. No eyebrows were present. The eyelashes of the 
lower lids were very sparse. A saddle deformity of the nose 
was present. The forehead was prominent but not abnormal for 
this age. One upper central incisor had erupted. This showed 
a brownish discoloration and was definitely peg-shaped (fig. 
2). The alveolar processes were poorly developed. The child 
had a slightly hoarse cry. A definite concavity (so-called spoon- 
shaped deformity) of the fingernails on the first fingers bilaterally 
was noted. The remainder of the physical examination revealed 
no significant abnormality. The fundi were carefully checked 
by an ophthalmologist who found no abnormality. An oto- 
laryngologist found no laryngeal abnormality on direct exami- 


Fig. 3.—A, x-ray of facial bones showing abnormal dentition. B, general 
appearance of infant with ectodermal dysplasia. 


nation. Beta-hemolytic streptococci were isolated from smears 
from the larynx. In vitro sensitivity tests showed that these were 
sensitive only to aureomycin and chloramphenicol but resistant 
to all concentrations of other antibiotics. The x-ray films (fig. 
3A) showed a complete absence of mandibular deciduous teeth. 
A generating tooth bud of the mandibular first permanent molar 
on the left was noted. Deciduous maxillary teeth apparently 
present were the right first and second molar and the left first 
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molar; the right and left incisors were malformed. No abnor- 
mality in the blood cell count or urinalysis was noted. 

On the first hospital day, before the diagnosis had been made, 
the child’s temperature went to 103 F, rectally, but returned to 
normal later in the day. The child’s room was kept at 68 F 
for the next three days and the temperature remained normal. 
On the fourth day, approximately one-fourth of the child’s sur- 
face was painted with a 0.5 iodine solution. Starch powder was 
then applied to these areas. The room temperature was pur- 
posely elevated to 95 F. Within 90 minutes the child’s tempera- 
ture became 102.5 F rectally. There was no evidence of sweat- 
ing in any area covered by the starch-iodine indicator system. 
The fever subsided over a two-hour period after the environ- 
mental temperature returned to normal. A final diagnosis of 
ectodermal dysplasia of the anhidrotic type was made (fig. 3B). 


COMMENT 


The long hospitalization of this patient afforded the 
opportunity to note fluctuations of the daily temperature 
and correlate these with the environmental temperatures 
during the summer months (fig. 4). It was observed that 
when the environmental temperature exceeded 90 F, the 
rectal temperature of the patient exceeded 102 F for that 
day. There are other factors that may have influenced the 
body temperatures, such as painful diagnostic proce- 
dures that caused crying and increased body activity, but, 
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Fig. 4.—Correlation between fever and environmental temperature in 
case of infant with ectodermal dysplasia. 


in general, the correlation with environmental temper- 
ature was very close. The temperature spikes with abrupt 
falls to normal seen in this patient are not characteristic 
of temperature increases due to a recurrent infectious 
process. The drops in the ten.perature in this case were 
usually attributed to the effect of an antibiotic. Some 
similar cases have been studied for long periods with the 
true diagnosis not reached until adult life. 

In one instance, because of a positive Mantoux test 
associated with an irregular temperature, a boy was ad- 
vised to enter a sanatorium for the treatment of tubercu- 
losis. The temperature irregularity of persons with ecto- 
dermal dysplasia has been studied; the rapid response to 
temperature of the surroundings has been noted by 
others and has been mentioned in most reports of this 
disorder. Sunderman ' has reviewed temperature phe- 
nomena caused by the absence of sweat glands. It is dif- 
ficult to prove a total absence of sweat glands. In the case 
reported, there was not sufficient moisture produced in 
a heated room to activate the starch—iodine test, which 
was easily exhibited by normal individuals exposed to 
the same temperature conditions. 
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This child also presented symptoms of laryngitis, 
which, in addition to the fever, were the only findings 
Suggestive of an infectious process. It is, noted that symp- 
toms of chronic rhinitis and laryngitis have been reported 
in other cases of ectodermal dysplasia of the anhidrotic 
type. In one case reported by Upshaw and Montgomery, 
these symptoms were severe enough to necessitate a 
tracheotomy. The hoarseness and laryngitis may be due 
to a deficiency in the secretory functions of the glands 
of the mucous membranes of the nose and throat. How- 
ever, the drying effect on the mucous membranes by the 
frequent high temperatures and associated rapid respira- 
tions may also aid in producing these symptoms. The pe- 
culiar wrinkling of the skin about the eyes may give the 
first clue to the underlying ectodermal defect in younger 
children. The skin is more than usuaily sensitive to ir- 
ritants, and the mild eczema that this child had ts typical 
of most cases. 

The care of these children is directed to the control 
of the pyrexia by sponging or moistening the clothing 
in hot weather. Persons with this disease can never at- 
tempt to do heavy work during hot weather. The fre- 
quent upper respiratory infections often require profes- 
sional treatment. Dental care is also necessary early, be- 
cause of the absence or irregularity of the teeth, which 
may interfere with proper nutrition and facial growth. 
The development of the facial growth of one such pa- 
tient, who was fitted with dentures at the age of 6, has 
been described by Sarnet and co-workers.* They have 
noted that the facial bones seem more fragile than nor- 
mal. Abnormal dentition is one of the characteristic fea- 
tures of this syndrome with either total absence of teeth 
or the presence of peg-like structures, as noted in this 
child. The atrophic alveolar process associated with 
thickened lips and a saddle nose causes persons with 
this syndrome to have a striking resemblance to each 
other. Although this condition is known to be familtal, 
no family history of any similar disorder was obtained 
in this patient. 

921 16th Ave. (Dr. Stiles). 

1. Sunderman, F. W.: Persons Lacking Sweat Glands: Hereditary 
Ectodermal Dysplasia of the Anhidrotic Type, Arch. Int. Med. 67: 846 
(April) 1941. 

2. Upshaw, B. Y., and Montgomery, H.: Hereditary Anhidrotic Ecto- 
dermal Dysplasia: Clinical and Pathologic Study, Arch. Dermat. & Syph. 
60: 1170 (Dec.) 1949. 

3. Sarnat, B. G.; Brodie, A. G., and Kubacki, W. H.: Fourteen-Year 


Report of Facial Growth in Case of Complete Anodontia with Ectodermal 
Dysplasia, A. M. A. Am. J. Dis. Child. 86: 162 (Aug.) 1953. 


Enzyme Treatment of Wounds.—The use of depolymerases of 
streptodornase in the treatment of infected wounds has produced 
faster healing than has occurred in similar wounds not treated 
with the enzymes. The digestion of desoxyribonucleoprotein and 
desoxyribonucleic acid has not produced substances which are 
toxic or detrimental to the healing of wounds. The depoly- 
merases of streptodornase, by their enzymatic properties, effect 
the digestion of desoxyribonucleoprotein and desoxyribonucleic 
acid, when the compound can be brought into direct contact with 
pus for a sufficiently long period. The digestion of pus by the 
depolymerases of streptodornase and the removal of the pus 
facilitates the formation of healthy granulation tissue and the 
earlier healing of infected wounds.—J. M. Miller, M.D.; M. 
Ginsberg, M.D.; J. A. Surmonte, M.D.; F. B. Ablondi, A.B., 
and J. H. Mowat, Ph.D., Clinical Use of the Depolymerases of 
Streptodornase, United States Armed Forces Medical Journal, 
July, 1955. 
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POSTOPERATIVE RECURRENCE OF CANCER 
OF COLON DUE TO DESQUAMATED 
MALIGNANT CELLS 


Alfred A. Pomeranz, M.D. 
and 


John H. Garlock, M.D., New York 


The dissemination of cancer during operative resection 
is a problem of fundamental importance and one that 
has occupied the attention of surgeons for generations. 
The principles of meticulous handling of tissues and en 
bloc resection were established early in the modern sur- 
gical era and rapidly applied to the resection of all somatic 
neoplasms. Such techniques, however, are not readily 
applicable to visceral neoplasms, particularly those of the 


Fig. 1.—High-power photomicrograph of malignant cells obtained by 
use of simple smear technique. Large hyperchromatic nuclei with multiple 
large nucleoli and poorly defined cytoplasm are seen in center and 
normal serosal cells at top and below. 


gastrointestinal tract, where greater attention has been 
paid to permeation along lymphatic channels than to the 
possible local implantation of viable cancer cells. In 
a recent review of suture line recurrences after anterior 
resection of the rectum, Goligher and associates ' an- 
alyzed 23 cases, 16 from a series of 162, or 10%, and 7 
additional cases from other sources. They concluded that 
in at least half of these 23 cases the recurrence was not 
due to incomplete resection of intramurally spread tumor 


From the Surgical Service of the Mount Sinai Hospital. 

Dr. Louis Lapid and Miss Rita Chergoff assisted in this study. 

1. Goligher, J. C.; Dukes, C. E., and Bussey, H. J. R.: Local 
Recurrences After Sphincter-Saving Excisions for Carcinoma of the Rec- 
tum and Rectosigmoid, Brit. J. Surg. 39: 199 (Nov.) 1951. 

2. McGrew, E. A.; Laws, J. F., and Cole, W. H.: Free Malignant 
Cells in Relation to Recurrence of Carcinoma of the Coton, J. A. M. A. 
154: 1251 (April 10) 1954. 
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but rather to the implantation of viable cancer cells lying 
free in the lumen of the distal rectal stump upon the raw 
surfaces of colon presenting at the anastomosis. That this 
phenomenon is not peculiar to the operation of anterior 
resection but occurs in resections elsewhere in the colon 
was demonstrated in two additional patients, in one of 
whom a resection of the splenic flexure was done and in 
the other a colectomy and ileosigmoidostomy. 

The recent work of McGrew and associates * estab- 
lishes the probable way this process works. By the use of 
cytological techniques it was demonstrated that well- 
preserved and apparently viable malignant cells were 
present in smears of 42% of the proximal ends and 65% 
of the distal ends of the resected colons at average dis- 
tances from the tumors of 21 cm. and 10 cm., respec- 
tively, and at 35 cm. from the tumor in one instance. The 
evidence further indicated that dissemination of the ma- 
lignant cells occurred as a result of operative manipula- 
tion and not by peristalsis or preoperative enemas. 
McGrew and associates therefore advocated the use of 
occlusive ligatures around the colon, proximal and distal 
to the tumor, before any manipulation and resection of 
the tumor-bearing segment of the colon was begun. The 
conclusive results of this study leave little doubt as to the 
mechanism of suture line recurrence. 


In recent years we have encountered several cases of 
recurrent tumor nodules that appeared in the abdominal 
wounds of patients who had undergone colon resection 
for carcinoma. A similar occurrence was noted in one 
of the cases reported by Goligher. The nodules appear 
at varying intervals after surgery. The most recent re- 
currence we have observed appeared 11 months after 
ileocolic resection for a tumor of the hepatic flexure. The 
nodules may reach a size of several centimeters in di- 
ameter, are entirely confined to the abdominal wall, and 
are in no way continuous with the viscera or with other 
intraperitoneal recurrences that may have appeared. 
That these recurrent nodules are the result of lymphatic 
permeation seems unlikely, since they do not lie in the 
course of any of the established lymph channels of the 
colon. On this service great care is exerted to isolate and 
pack off the segment of colon to be resected from the time 
of transection of the colon to completion of the anas- 
tomosis so that implantation of cells from the lumen of 
the colon seems unlikely. 


Direct invasion through the full thickness of the an- 
timesenteric walls of the colon and involvement of the 
subserosal lymphatics is a common occurrence in carci- 
noma of this organ. These nests of malignant cells are 
in turn covered by no more than a solitary layer of 
serosal cells. It has been the belief of one of us (J. H. G.) 
for some time that viable malignant cells can be rubbed 
off the serosal aspect of colonic neoplasms during opera- 
tive manipulation, not only by relatively rough gauze 
pads and sponges but also by the surgeon’s gloves. That it 
is relatively simple to dislodge the serosal cell barrier 
and also malignant cells is demonstrated in the results 
described below. If this is accepted, then it is not diffi- 
cult to visualize the implantation of these malignant cells 
into the relatively unprotected abdominal wall, a tissue- 
culture medium equally as fine as the raw edges of the 
transected colon of an anastomosis. 
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TECHNIQUES 


An effort was made to recover desquamated cells in 
much the same manner that they might be mechanically 
dislodged during surgery. Smears were taken from the 
serosal aspect of the colonic tumor as soon as the 
peritoneal cavity was entered and before any manipula- 
tion of the tumor was carried out. Smears were taken by 
two methods: 1. One end of a glass slide was pressed to 
the surface of the tumor and gently pulled across its 
surface to the full extent of the slide. 2. Sterile, cotton- 
tipped applicators were rubbed across the tumor in a 
fashion simulating a gauze sponge. In this latter tech- 
nique the cotton tips were gently rolled across glass 
slides in an effort to minimize further trauma to the cells. 
Two of each type of smear, four in all, were taken for 


Fig. 2.—Malignant cells from same tumor as figure i, recovered by 
cotton-tipped applicator and transferred to a glass slide. 


each tumor. The slides were immediately prepared by 
the use of the Papanicolaou technique * and carefully 
studied for malignant cells. 


RESULTS 


In the past two years smears were taken from 20 un- 
selected cases of carcinoma of the colon coming to sur- 
gery. The tumors studied were located in all sections 
of the colon and invariably had invaded the full thickness 
of wall, producing the characteristic puckered serosal 
surface. Unmistakable carcinoma cells were recovered 
from two tumors (10% ), both of the sigmoid colon. In 
one, a positive smear was obtained only by use of the 
slide-smear technique, while in the second a positive slide 
was obtained by use of both the smear and the cotton- 
tipped applicator techniques. In general the cotton ap- 
plicator method gave poorer slides where considerable 
cell destruction was encountered. It was surprising, in- 
deed, to note the large plaques of well-preserved serosal 
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cells so readily removed by simply running a clean, dry 
slide across the tumor. 

As in the experience of McGrew and associates the 
cytoplasm of the malignant cells we recovered was poorly 
outlined or absent. The nuclei, however, were well pre- 
served and conformed well to the criteria for malignancy 
outlined by Papanicolaou, viz., disproportionate nuclear 
enlargement, hyperchromasia and chromatin abnormal- 
ities, giant nucleoli, and multinucleation. No abnormal 
mitoses were encountered. Although malignant cells 
were infrequent on any one slide, they were found in 
small clusters (fig. 1 and 2) and compared closely with 
published examples from similar tumors.‘ 


COMMENT 
It is apparent from this study that malignant cells 
rubbed free from the serosal aspect of tumors may not 
only cause abdominal wall recurrences but also represent 
a grave danger to dissemination and implantation within 
the peritoneal cavity. In an effort to obviate this hazard, 
a colon cover was designed, which not only protects the 


Fig. 3.—Colon cover applied to a tumor of the right transverse colon 
after incising the gastrocolic ligament. 


serosal aspect of the tumor from manipulative trauma 
but also combines the occlusive ligatures at a distance 
from the tumor, as recommended by McGrew and asso- 
ciates. The covers in present use are modified from 
ordinary gauze abdominal pads. They are 11 in. long, 
wider in the center than at the ends, and of sufficient ca- 
pacity to surround the tumor-bearing portion of colon 
at the center and the uninvolved part at each end. The 
center and each end are furnished with a long, heavy silk 
ligature that is passed through the mesentery immediately 
adjacent to the colon and then tied snugly around it. 
Figure 3 illustrates the use of such a cover. Except in 
very large, bulky tumors it is usually possible to tie the 
ends around uninvolved colon approximately 4 in. (10 
cm.) from the tumor. In freely dependent colon as the 
sigmoid, the cover is applied as soon as the peritoneal 
cavity is entered. In other segments it is applied as soon 
as the lateral peritoneal attachments are severed. 


SUM MARY 


Smears taken from the serosal surfaces of colonic 
tumors and prepared with the Papanicolaou technique 
have demonstrated that with only slight manipulation it 


3. Papanicolaou, G. N.: Atlas of Exfoliative Cytology, Cambridge, 
Mass., Commonwealth Fund, Harvard University Press, 1954. 
4. Footnotes 2 and 3. 
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is possible to loosen and set free apparently viable ma- 
lignant cells. Such desquamated cells are considered the 
source of abdominal wound recurrences after colonic re- 
section for carcinoma. They are also thought to repre- 
sent a possible source of some intraperitoneal recur- 
rences. A colon cover has been developed that not only 
protects the serosal aspect of the tumor from trauma but 
also allows the use of occlusive ligatures at a distance 
from the tumor. 
3 E. 73rd St. (21) (Dr. Garlock). 


CHEMOTHERAPY AND “VANISHING LUNGS” 
Israel Rappaport, M.D., New York 


An unsuspected relationship between chemotherapy 
and “vanishing lungs” is now attracting much attention 
in centers devoted to treatment of pulmonary diseases. 
Perhaps the simplest way of describing this phenomenon 
is to say that pulmonary processes resolving under the 
effect of chemotherapy ieave in their wake thin-walled 
abnormal air spaces now commonly designated as 
“cyst-like cavities.” These have also been described 
as “vanishing lungs,” a truly descriptive name. This 
remarkable phenomenon has been reported from 
many places and described uniformly as a new de- 
velopment in pulmonary pathology, raising questions 
of practical as well as theoretical nature. Practically, are 
we dealing with a new development? I definitely believe 
not. Even before chemotherapy was practiced, numerous 
observations were reported of vanishing lung areas af- 
fected by a variety of pulmonary processes; however, 
there is no doubt but that the incidence has greatly in- 
creased in recent years. It has also become apparent that 
more complete resolution of pathological products in the 
lungs, with chemotherapy, is in some manner connected 
with this phenomenon. In a recent review of this subject, 
Mayer and myself ' pointed to the rising incidence of 
air space abnormalities with the advent of chemotherapy. 

In abscesses as well as in tuberculosis, confluent 
extensive processes as a rule result either in thick-walled 
cavities or in dense fibrosis. Now, chemotherapy often 


Fig. 1.—Roentgenograms of tuberculous patient, a man in his late 20’s. 
A, in March, 1950, extensive lesions in both upper lobes are shown, B, in 
September, 1954, tuberculous lesions resolved in both lungs are replaced 
by features of vanished lung. 


brings about complete resolution before any of these 
changes can occur. This is particularly true for the effect 
of isoniazid (INH) on tuberculous processes in the pre- 


1. Mayer, E., and Rappaport, |.: Clinicai Observations and Interpre- 
tations of Abnormal Airspaces in Lungs: New Concept of Their Origin, 
J. A. M. A. 153: 700-703 (Oct. 24) 1953. 
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dominantly exudative phase. Cyst-like cavities have been 
observed to develop particularly in patients with such 
processes. 


CLINICAL AND MORPHOLOGICAL FINDINGS 


In pulmonary tuberculosis, the cavity has always been 
a practical clinical problem of great concern; it is there- 
fore only natural that cyst-like cavities, appearing upon 


Fig. 2.—Roentgenograms of man in late 30’s with marked features of 
vanishing lungs. A, in June, 1953, a large pneumatocele in base of left 
lung with fluid level shown. B, in January, 1954, reversibility of condition 
with reexpansion of compressed lung areas is shown. 


resolution of tuberculous processes, are now causing 
much concern. The immediate question is that of their 
clinical significance. Are the bearers of such residual 
cyst-like cavities cured or not cured of their disease? 
Answers to these questions are now sought from clinical 
follow-up of patients and from morphologicai studies of 
surgical specimens. Clinical observations indicate that in 
a large proportion of cases these abnormal air spaces 
show marked reversibility. They may even become com- 
pletely deflated after a long state of hyperinflation or re- 
vert to the status of typical tuberculous cavities. In many 
cases the status of vanishing lung develops and persists. 
Morphological findings include evidence for so-called open 
healing of tuberculous cavities as well as evidence of truly 
emphysematous air spaces. The former are more or less 
characterized by reepithelialization from the broncho- 
cavity junction; the latter show continuous fibrosis tis- 
sue lining without epithelialized or necrotic parts. Both 
types of airspaces may be found next to one another in 
the same specimen. Morphological evidence for bron- 
chial obstruction is conspicuously absent in these speci- 
mens. 

From these observations it is apparent that in tuber- 
culous processes healing under chemotherapy, two dis- 
tinct types of abnormal air spaces develop. Presumably, 
in an already caseated lesion, open healing of more or 
less completely sterilized cavities occurs. Emphysema- 
tous changes resulting in vanishing lungs seem to occur 
particularly in healing of lesions not yet caseated. Re- 
versible hyperinflation is undoubtedly best accounted 
for by bronchial obstruction. This has led to the assump- 
tion that bronchial obstruction accounts for all the air 
space abnormalities observed in the healing of tubercu- 
lous processes under the effect of chemotherapy. Air 
space abnormalities that develop under clinical observa- 
tions@re practically always looked upon as forms of o0b- 
structive emphysema, despite the fact that there is no 
evidence for the presence of bronchial obstruction at the 
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beginning of the emphysematous process and that there 
is ample evidence against it as playing the main role even 
in the subsequent evolution of emphysematous changes. ' 
It will bear repetition at this point to say that, in recent 
large-scale observations, the morphological findings have 
also failed to produce evidence for bronchial obstruction. 
Although reversible hyperinflation of abnormal air 
spaces indicates that bronchial obstruction plays a role 
in the changing state of inflation, it affords no proof of its 
being the primary event and sole cause of the phe- 
nomena of vanishing lungs. As the sequence of events in 
reversible hyperinflation is now observed in a great num- 
ber of cases, the conclusion seems inescapable that in- 
flammatory processes, even when not necrotizing in their 
effects, may yet damage the ultimate structures in the af- 
fected lung areas so as to cause their apparent disintegra- 
tion and subsequent absorption together with the patho- 
logical products. Chemotherapy, by preventing develop- 
ment of dense fibrotic residues and by favoring more 
complete self-cleansing of the affected area, has made 
this phenomenon conspicuous now. 


NATURE AND ORIGIN OF AIR SPACE ABNORMALITIES 


The fundamental problem is obviously that of the 
nature of the primary phenomenon in vanishing lungs, 
which is now submerged in the broad problem complex 
of the nature and origin of pulmonary emphysema, in 
general. As I have pointed out in recent publications," it 
is now widely realized that prevailing concepts about ob- 
structive emphysema do not afford an adequate solution 
for the problem of emphysema. The problem of the van- 
ishing lung under the effect of chemotherapy in tubercu- 
losis remains to be solved. On the basis of a new con- 
cept of lung function proposed by me * nearly two dec- 
ades ago, I offered reasonable explanations of the nature 
and origin of air space abnormalities, as they are now 
observed under a variety of clinical conditions. Referring 
to recent publications * for the detailed discussion of the 
nature and origin of these abnormalities, | would like to 
comment on the following points. The phenomenon of 
vanishing of affected lung areas has been predicted as 
implicit in the concept of visceral lung function, which 
assumes that breathing surface creation, by partitioning 
of the air spaces, and their constant self-cleansing con- 
stitute the activities of the ultimate lung structures. These 
twin functions are so correlated that, where partitioning 
ceases, the structures disappear in the continuous self- 
cleansing process that maintains the breathing surface in- 
tact. In any lung area, visceral function may be inade- 
quate because of defective postnatal development, or it 
may become defective due to subsequent changes, patho- 
logical or involutional. Normal thoracic traction acting 
upon such defective air spaces, lacking adequate parti- 
tioning function by the parenchyma, will overdistend 
these to the point of failing elastic recoil. Air spaces so 
overdistended constitute what we recognize as emphy- 
sema, in the origin of which the primary factor is the 
“lung defect.” The nature of this varies according to the 
three phases of life. In early life the lung defect is mostly 
“developmental” in origin.** During adult life lung de- 
fects are “acquired” by a great variety of pathological 
processes. In old age emphysema develops on the basis 
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of the “involutional” lung defect.*” Combinations of these 
lung defects frequently play a role in the pathogenesis of 
vanishing lungs. After childhood, in many cases, develop- 
ment of the acquired defect is favored and exaggerated 
because the pathological process, such as tuberculosis or 
abscess, has involved lung area already previously af- 
fected by latent developmental defect. Senile emphysema 
often develops because the involutional defect is ex- 
aggerated by preexisting acquired lung defects.*” 

The manner in which air space disorder and the pic- 
ture of vanishing lungs develop on the basis of emphy- 
sema complicated by air passage obstruction becomes 
quite obvious from the foregoing. The very nature of the 
process by which emphysema is produced leads sec- 
ondarily to bronchial obstruction, with check valve 
mechanism and reversible hyperinflation of already ab- 
normal air spaces. It should also be quite obvious that 
lungs harboring abnormal air spaces wil! naturally pre- 
dispose to complicating infections, which may also often 
lead to secondary bronchial obstruction and its sequelae. 
Incomplete bronchial obstruction will exaggerate the air 
space abnormality and result in large bullae or air cysts. 
Complete obstruction accounts for reversal or occasional 
complete disappearance of abnormal air spaces. The 
literature is replete with reports on observations of both 
sequences of events. While vanishing of lung areas upon 
resolution of tuberculous processes is now a common 
observation, less common is the observation of tubercu- 
lous processes appearing in previously vanished lung 
areas, leading to reversal of the sequence of events. Re- 
cently, observation of the occurrence of the latter also 
has been reported. As an example of the first sequence 
of events, figure 1 shows the resolution of tuberculous 
lesions resulting in vanishing lungs; figure 2 illustrates 
the second sequence of events, showing disappearance 
of a large hyperinflated air space, upon resolution of a 
complicating infection, as indicated by fluid level. My 
observations lead me to believe that the infectious proc- 
ess that was originally responsible for the development 
of vanishing lungs may persist and relapse in the bronchi 
even after long intervals. This is probably true particu- 
larly for tuberculous processes. 

Regarding the treatment of cyst-like cavities, practical 
conclusions to be drawn from the foregoing should be 
obvious. Radical surgical resection is indicated when- 
ever feasible, as cyst-like cavities of known tuberculous 
origin are potential sources of flare-up in a large propor- 
tion of cases. Vanishing lung areas are potential sites for 
progressive air space disorders, with all the dangerous 
complications of progressive pulmonary failure, as re- 
cently described in my discussion of that subject.* It 
seems a measure of sound prevention to deal with such 
air space abnormalities before they progress very far. 


la. Footnote 3a and b. 
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3. (a) Mayer, E., and Rappaport, I.: Developmental Origin of Cystic 


Bronchiectatic and Emphysematous Changes in Lungs: New Concept, Dis. 
Chest 21: 146-160 (Feb.) 1952. (6b) Rappaport, I., and Mayer, E.: Emphy- 
sema and Senile Lung, J. Am. Geriatrics Soc. 2: 581-591 (Sept.) 1954. (c) 
Erler, S.: Lung Cyst Infected by M. Tuberculosis: Report of Case, Am. 
Rev. Tuberc. 69: 1037-1041 (June) 1954. (d) Footnote 1. 
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SUMMARY 

The phenomenon of “vanishing lung” is now com- 
monly observed upon resolution of disease processes in 
the lungs under the effect of chemotherapy. Most of 
these observations are now made in cases of pulmonary 
tuberculosis in predominantly exudative processes, when 
streptomycin and particularly isoniazid prevent caseation 
as well as dense fibrosis and promote more complete 
resolution of pathological products. The current trend 
is to explain this as a phenomenon of obstructive emphy- 
sema, in spite of the fact that there is neither clinical evi- 
dence of bronchial obstruction before its development 
nor evidence for such obstruction in the subsequent mor- 
phological findings. The point is made here that this puz- 
zling phenomenon must be explained on the basis of a 
solution of the broad problem complex of pulmonary 
emphysema. It is now widely realized that the concept 
of obstructive emphysema does not afford an adequate 
solution for the phenomena of pulmonary emphysema 
in general. The vanishing lung phenomenon is implicit 
in a new concept of lung function. It seems to offer a 
reasonable explanation of the nature and origin of pul- 
monary emphysema. 
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ROLE GF SURGERY IN THERAPY OF 
ADRENOCORTICAL HYPERSECRETION 


Harry H. LeVeen, M.D. 
and 


Alton R. Pruit, M.D., Roswell, N. Mex. 


In the female, hirsutism is common to both adrenocor- 
tical hyperfunction (Cushing’s syndrome) and _ the 
adrenogenital syndrome. In the latter, virilism, slight 
obesity, and nitrogen retention are additional outstanding 
features. The virilism is manifest by voice changes, dark- 
ening of the skin, increased muscularity, hypertrophy of 
the clitoris, growth of a beard, occasionally male type of 
baldness, atrophy of the breasts, amenorrhea, and uterine 
and ovarian atrophy. Patients with adrenogenital syn- 
drome usually do not exhibit those changes that occur 
with adrenocortical hyperfunction. These are hyperten- 
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sion, truncal and facial obesity, carbohydrate intolerance, 
osteoporosis, purplish striae, alterations in sodium-potas- 
sium ratio in the serum, and alterations in endogenous 
protein metabolism as evidenced by changes in uric acid 
and creatinine excretion. In both of these conditions, the 
physiological changes may be secondary to benign or 
malignant cortical tumors that maintain the capacity to 
secrete hormones. In adrenocortical hyperfunction it is 
impossible to differentiate between neoplasia and hyper- 
plasia except by some method of anatomic demonstration 
of the tumor mass. Positive anatomic evidence is valuable 
in the diagnosis of tumor, but negative evidence does not 
exclude it. In adrenogenital syndrome, a functional test 
to be described can be used to distinguish tumor from 
hyperplasia. In other cases, neoplasm is not present and 
the anatomic physiological abnormalities are produced 
by cortical hyperplasia and hypersecretion. Most often 
the hyperplasia and hypersecretion are intrinsic disturb- 
ances of the adrenal gland itself, but in some cases they 
are secondary to a high output of corticotropin from a 
basophil adenoma of the pituitary. 

In adrenocortical hyperfunction of primary origin, the 
overproduction of cortical hormones inhibits the pitu- 
itary gland, and hyalinization of the basophil cells re- 
sults. This change was first described by Crooke.* Similar 
changes in the pituitary can be produced by injection of 
large doses of cortisone or corticotropin in experimental 
animals.” They have also been found in humans who 
have died in the course of therapy with corticotropin or 
cortisone.* One must conclude that adrenal steroid hor- 
mones in the circulating blood inhibit the basophil cells 
of the pituitary. This is true whether the steroid hormone 
is injected or endogenously produced as is the case when 
the adrenal cortex is stimulated by corticotropin. The 
excessive production of cortisone-like hormones by the 
hyperplastic gland causes an increase in the primary ex- 
cretion of 1 1-oxycorticosteroid-like substances.* The uri- 
nary output of corticoids as measured by the formalde- 
hydogenic method is usually increased.’ Rarely is the 
urinary 17-ketosteroid output elevated.° Masculiniza- 
tion, which is a physiological effect of 17-ketosteroid ac- 
tion, is not prominent in the usual case of adrenocortical 
hyperfunction. 

In adrenocortical hyperfunction of primary adrenal 
origin, the hyperplasia and hypersecretion of the adrenal 
gland are unexplainable; but the hyperplasia occurring 
with adrenogenital syndrome is understandable. Corti- 
cal cells may synthesize hydroxycortisone via many 
pathways, of which at least two may account for a good 
proportion of the biosynthesis. It may be formed di- 
rectly from the ketosteroid (dehydroepiandrosterone ), 
which is a masculinizing hormone,“ or it may be formed 
from 17-hydroxyprogesterone, which is rapidly con- 
verted to ketosteroid in the body and is therefore mas- 
culinizing. In other words, hydroxycortisone may be 
formed from a ketosteroid or a precursor in common.** 
It is believed that in adrenogenital syndrome the neces- 
sary enzyme for this conversion is absent.’ A deficiency 
in circulating hydroxycortisone occurs with a conse- 
quence that the normal inhibitory action of this hormone 
on the pituitary is lost. The pituitary responds by pro- 
ducing excessive quantities of corticotropin.* The ad- 
renal is capable of responding to this corticotropin only 
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by the production of 17-ketosteroids, since the conver- 
sion to hydroxycortisone cannot be completed without 
the missing enzyme. Large quantities of 17-ketosteroid 
hormones now circulate in the blood and appear in the 
urine, but the excretion of 1 1-hydroxysteroids is reduced. 
The androgenic activity of the 17-ketosteroids causes 
masculinization. The sugar intolerance and other stig- 
mas of adrenocortical hyperfunction do not appear be- 
cause of the deficiency in hydroxycortisone. In these 
cases of adrenogenital syndrome, cortisone administra- 
tion causes the 17-ketosteroid output to drop precipi- 
tously and the masculinization to disappear.’ This result 
occurs by supplying the missing hormone. 

Occasionally a small basophil adenoma of the pituitary 
produces corticotropin in excess and secondarily induces 
adrenocortical hyperfunction. Since these tumors are 
small, they usually do not produce neurological, visual, 
or other objective changes. The absence of objective find- 
ings makes it impossible to distinguish primary from sec- 
ondary hyperplasia without a clinical test for circulating 
corticotropin. Unfortunately, a simple clinical test does 
not exist. Since one cannot distinguish between primary 
and secondary types of adrenal hyperplasia, many feel 
uncertain of the role of adrenal resection in the treatment 
of adrenocortical hyperfunction and prefer radiation of 
the pituitary. Even so, the literature does contain favor- 
able reports on adrenal resection in this disease.'’ 

Those cases of pure adrenogenital syndrome that re- 
spond fairly well to cortisone should be so treated, but 
what about those that do not respond favorably? More 
recently, Jailer has demonstrated that the normal secre- 
tion of neoplasms (both benign and malignant) is auton- 
omous and is unaffected by corticotropin.'°* The inhibi- 
tion of endogenous corticotropin production (which is 
brought about by the injection of cortisone) does not 
bring about any reduction in the production of hormones 
by the tumor. In neoplasms, the urinary 17-ketosteroid 
output fails to drop after the administration of cortisone. 
This forms the basis for a test to distinguish between 
tumor and hyperplasia. Surgical therapy is naturally in- 
dicated only in cases of tumor. 

The adrenogenital syndrome and adrenocortical hy- 
perfunction have been discussed as if they were two sepa- 
rate entities, but occasionally the features are so inter- 
mingled that one is hard put to classify the disturbance. 
Is such a classification useful? One naturally suspects 
that the admixture of the two syndromes would make 
for confusion and preclude a satisfactory explanation for 
the pathogenesis in either condition. What role does the 
laboratory play in the diagnosis and differentiation of 
these symptoms? What role does surgery play in the ther- 
apy of these conditions? A case is reported that to out- 
ward appearances was one of adrenogenital syndrome. 
This unusual crossover case has contributed greatly to 
the understanding and management of these two syn- 
dromes and has provided solutions to the questions that 
have just been raised. 


REPORT OF A CASE 


This patient was a 27-year-old married woman who had 
originally consulted physicians with a complaint of amenorrhea. 
Since 1945, she had had scanty menses and finally, in 1952, 
amenorrhea. On several occasions, vaginal bleeding had been 
produced with cyclic therapy. In October, 1952, an endometrial 
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biopsy revealed focal cystic hyperplasia, but no secretory 
activity. Her basal metabolic rate in October, 1953, was +8% 
and her blood cell count normal. She was first seen by us in 
April, 1953. She had no vaginal discharge, no abdominal pain, 
and no dyspareunia but did complain of a loss of libido. There 
were no voice changes. She had been gaining weight during the 
past year. A systemic review was normal. Her mother died of 
carcinoma of the uterus in her late 30’s. There were no other 
children. 

Physical Examination.—The patient was a 5 ft. 4 in. (162.56 
cm.) white female, weighing 129.5 Ib. (58.7 kg.) but not appearing 
acutely or chronically ill. The facies were slightly moon-shaped, 
and there was an increase in lanugo-like facial hair. The skin 
was not florid. There were coarse hairs in the region of the chin 
and on the upper lip. The voice was not deepened. The pupils 
were equal and reacted to light. The fundi were normal. The 
pharynx was pink, and the teeth were in good repair. There were 
few palpable cervical lymph nodes; the thyroid was not palpable. 
The breasts were normal, with no apparent striae. Lungs were 
clear to percussion and auscultation. The blood pressure was 


Fig. 1.—Simultaneous intravenous pyelogram and retroperitoneal air 
insufflation showing questionably enlarged left adrenal but no tumor 
masses. 


160/110 mm. Hg. A regular sinus rhythm was heard, and the 
point of maximal impulse was at the fifth intercostal space at 
the midclavicular line. There were no thrills or murmurs, and 
the sounds were of good quality; the aortic second sound was 
greater than the pulmonic second sound. There were no ab- 
dominal striae. The liver, spleen, and kidney were not palpable, 
and there were no masses. The external genitalia were normal; 
there was no hypertrophy of the clitoris. The pelvic examination 
showed a very small anterior uterus with normal adnexae and 
cervix. The extremities were normal and showed no edema. 
Rectal examination was also negative. The hemoglobin was 
15.5 gm. Sweat sodium concentration was 77 mEq. per liter 
(normal for our method in winter, 90 to 110 mEq. per liter). 
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The urine was normal. A glucose tolerance test showed, at 
the start, 78 mg.; in 30 minutes, 146 mg.; in 60 minutes, 94 
mg.; in 90 minutes, 88 mg.; and in 120 minutes, 81 mg. An 
insulin tolerance test (0.1 mg. per kilogram of body weight) 
showed at the start, 94 mg.; at 30 minutes, 59; at one hour, 42; 
and one and a half hours, 75; and at two hours, 94. The 17-keto- 
steroid determination showed 31.5 mg. for 24 hours (normal, 
6 to 15 mg.). An x-ray of the skull and bones was negative. There 
was no osteoporosis. The visual fields were normal. 

Course.—The patient’s blood pressure over a period of four 
months remained elevated, reaching as high as 200/110 mm. 
Hg. The hirsutism and truncal and facial obesity became more 
marked. The patient was given cortisone therapy with the tenta- 
tive diagnosis of adrenogenital syndrome. She was given 12.5 
mg. of cortisone four times a day. The 17-ketosteroid level with 
this therapy stayed at 39 mg. per 24 hours. The fact that the 
17-ketosteroid level was not influenced by this therapy suggested 
that an adrenal tumor might exist. Another test for 17-keto- 
steroid excretion showed 40.3 mg. The patient was then placed 
on a high dosage of cortisone intramuscularly for one week, 
100 mg. per day. Before discontinuance of cortisone therapy, 
the 17-ketosteroid excretion was again tested and was found to 
be 30.6 mg. Although this was a slight drop, it was thought 
that the patient had an adrenogenital syndrome secondary to 
an adrenal tumor. A retroperitoneal air insufflation was done but 
did not confirm the presence of any sizable tumor (fig. 1). 


Fig. 2.—A, Preoperative photograph of patient in case reported showing 
moon-shaped facies and hirsutism. B, three and a half months after opera- 
tion, showing loss of facial adiposity and hair. 


The patient was prepared for two days preoperatively with 
cortisone according to the method used by Bergenstal and Dao.'! 
On Nov. 9, 1953, both adrenal glands were explored and no 
tumor was disclosed. Both glands appeared slightly larger than 
normal, the left being much larger than the right. The abdominal 
cavity was likewise explored. The uterus and ovaries were found 
to be extremely atrophic. In addition, a few small omental cysts 
were found that proved on pathological examination to be di- 
lated lymphatics. The adrenals were subtotally resected on both 
sides, leaving approximately a 1 cc. portion on each of the 
sides. The weight of the resected adrenal was 17.9 gm. on the 
left and 8.5 gm. on the right (combined weight of over 15 gm. 
is considered hyperplasia). The pathological diagnosis was hyper- 
plasia of the left adrenal. 

Postoperative Course.—The patient made an uneventful re- 
covery, and except for a severe episode of influenza her con- 
valescence was good. The postoperative sweat test showed 98 
mEq. per liter, which is considered normal. A Kepler water 
tolerance test, done postoperatively to make sure that the patient 
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had no adrenal insufficiency, was negative. The postoperative 
blood sugar level was 98 mg. per 100 cc. The patient’s blood 
pressure dropped from levels ranging from 200/110 mm. Hg 
preoperatively to 124/84. Her weight dropped from 130 to 119 
Ib. (59 to 54 kg.) in five months. The hirsutism disappeared. 
Three postoperative 17-ketosteroid determinations were done and 
were 7.6, 8.7, 6.3 mg. These determinations were done at weekly 
intervals and showed that there was no evidence of regeneration 
and that a satisfactorily functioning residue was left. The truncal 
and facial obesity disappeared, as shown in the photographs 
(fig. 2). Patient had spontaneous onset of menses, which started 
as spotting on the fifth postoperative day. Since that time she 
has had regular menstrual periods, with a normal flow. Her head- 
aches, which were probably secondary to hypertension, dis- 
appeared. Her only complaint remained stiffness in her joints, 
which was relieved by salicylates. The sedimentation rate remains 
normal. The patient has shown no evidence of recurrence one 
year postoperatively. She became pregnant four months after 
surgery but had an early spontaneous abortion. 


COMMENT 

In this case, the only early manifestation of disorder 
was mild virilism, amenorrhea, and sterility extending 
over a period of several years. There were no early stig- 
mas of adrenocortical hyperfunction, although some ap- 
peared later in the progression of her disease. Super- 
ficially, the clinical appearance suggested the diagnosis 
of adrenogenital syndrome. This was partially confirmed 
by a high 17-ketosteroid excretion. The fact that the 
17-ketosteroid output did not drop after the administra- 
tion of cortisone in adequate dosage suggested the pos- 
sibility of a cortical tumor and illustrates an apparent 
shortcoming in the use of this test. In spite of the out- 
ward appearances, we believe that the patient should be 
considered as having had adrenocortical hyperfunction, 
even though she had almost none of the changes that are 
usually found. The only late stigmas of adrenocortical 
hyperfunction were hypertension and moon-shaped 
facies. 

The formation of hydroxycortisone may be repre- 
sented by the following simple equation. 


ky 17-ketosteroids 
Steroid 
eroid precursor k> 
hydroxy cortisone 


The rate of production of 17-ketosteroids will depend 
upon the rate at which cells transform the precursors 
(k,) in the equation. The rate of formation of hydroxy- 
cortisone will depend upon the rate of conversion (k2) 
in the equation. The production of more precursors than 
could be rapidly converted to hydroxycortisone would 
cause an excess conversion to ketosteroid. In other 
words, the amount of masculinizing ketosteroid that is 
formed would depend upon the ratio k,/ky. With a high 
ratio, masculinization would be expected; when the ratio 
is low, minimal virilism, if any, would occur. If hydro- 
cortisone is synthesized directly from ketosteroid (dehy- 
droepiandrosterone), the rate of conversion of this 
masculinizing hormone would determine whether viril- 
ism would occur. In the male, the same should apply, 
but the tendency may be toward feminization, since the 
overproduction of adrenal hormones inhibits the pi- 
tuitary sufficiently to depress the pituitary output of 
gonadotrophin. This results in reduced output of male 
sex hormone by the testes.'? 
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A distinction may be made between the two condi- 
tions. A female patient even with virilism should be 
considered to have adrenocortical hyperfunction if she 
partakes of any of the clinical features of this disease. 
The converse is also true. A patient with pure adreno- 
genital syndrome cannot exhibit any of the clinical fea- 
tures of adrenocortical hyperfunction. It is evident that 
a patient with adrenocortical hyperfunction might have 
mixed findings, but an adrenogenital syndrome must be 
a pure syndrome. Adrenocortical hyperfunction should 
be treated by adrenal resection along with those cases of 
adrenogenital syndrome that do not respond to cortisone. 

The present status of adrenal gland resection should 
no longer be a point of disagreement. Adrenocortical 
hyperfunction is a rapidly fatal disease with an ultimate 
average prognosis of five years from the onset of symp- 
toms.'* On the other hand, adrenocortical hypofunction 
(Addison’s disease ) induced by the relatively simple and 
nonlethal surgical extirpation of the adrenal glands is 
proving to be a mild and easily manageable disease even 
in elderly debilitated patients. Therapy in adrenocortical 
hyperfunction may be likened to surgical therapy in 
hyperthyroidism. Some cases of hyperthyroidism are of 
pituitary origin. These cases can be distinguished by the 
type of exophthalmos.'* Other cases of hyperthyroidism 
are due to primary thyroid hyperplasia and hypersecre- 
tion.'® The hyperthyroidism in both types of case re- 
sponds well to subtotal thyroidectomy, providing sut- 
ficient tissue is removed. Similarly, those cases of adre- 
nocortical hyperfunction that are secondary to basophil 
adenoma of the pituitary would also be relieved. Since 
these basophil adenomas so rarely produce symptoms 
because of their small size, the analogy to hyperthyroid- 
ism of pituitary origin is not far-fetched. Adrenocortical 
hyperfunction secondary to primary glandular hyper- 
plasia is analagous to hyperthyroidism of primary thy- 
roid origin. Past failures with adrenal resection must be 
attributed to insufficient removal of the adrenal glands, 
a situation that occurred in the early trials with thy- 
roidectomy for hyperthyroidism. 


What role does the laboratory play in diagnosis and 
treatment? The response of the 17-ketosteroid output to 
the injection of cortisone may aid in distinguishing be- 
tween tumor and hyperplasia in the adrenogenital syn- 
drome. It is also useful in the regulation of the dosage 
of cortisone in the adrenogenital syndrome. Further than 
that, the laboratory is not of fundamental importance. 
The decision as to the method of treatment must be de- 
cided on the basis of the clinical findings.'" 


SUMMARY .AND CONCLUSIONS 
A case of adrenal hirsutism that partakes of any of the 
features of adrenocortical hyperfunction (Cushing’s dis- 
ease) must be treated as such even if the virilism is 
prominent enough to suggest the diagnosis of adreno- 
genital syndrome. The adrenogenital syndrome will not 
have any of the features of adrenocortical hyperfunction. 
Subtotal adrenalectomy is the therapy of choice for adre- 
nocortical hyperfunction and for those cases of adreno- 
: genital syndrome that do not respond to cortisone. 
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ADDENDUM 

Since the submission of this article, the patient has 
delivered a premature but otherwise normal infant. The 
antepartum course and parturition were uncomplicated. 
The patient was given 50 mg. of cortisone after the onset 
of labor. No further hormonal therapy seemed neces- 
sary, and none was given. 
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CARDIOVASCULAR NEEDLE HOLDER 
FOR DELICATE SUTURING 


Albert P. Giannini, M.D., San Jose, Calif. 


During the suturing of blood vessels with 00000 arte- 
rial silk on atraumatic needle, it became apparent, espe- 
cially in deeper wounds, that the ordinary needle holder 
with the ring-type handle and lock, even when equipped 
with diamond jaws, was not entirely adequate. The ring- 
type needle holder on unlatching causes, in most in- 
stances, a small amount of movement of the needle while 
the latter is being released. This motion at times is 
enough to form small tears at the needle hole. It was 
noted that the 00000 arterial silk with a swedged-on 
needle pierced the blood vessels in coarctation, Blalock, 
Potts, and other cardiovascular procedures with very 
little force, and when the needle was held in the usual 
vascular thumb forceps it could easily be pushed through 
the vessel. The only difficulty was placing and holding 
the needle in proper position in the thumb forceps. 

With the premise that a thumb forceps-type needle 
holder could work well in this delicate-type suturing and 
would allow pickup and release of the needle without 
any movement of the needle, an attempt was made to 
modify the ends of a regular thumb forceps with diamond 
jaws to see if that would be satisfactory. However, this 
was found inadequate as too much thumb pressure was 
found to be necessary. It was also noted that the usual 
ring-type diamond jaw needle holder would firmly hold 
an arterial needle by maintaining thumb pressure but 
not clamping the holder closed. However, the shape and 
form of the ring-type needle holder made suturing dif- 
ficult and hard to control because of the shape of the 
shanks, the ring handles, and the lack of spring in the 
shanks. 

Therefore, the holder shown in the figure was de- 
signed. This holder can be used in the thumb forceps 
position or needle holder position in the hand while 
suturing. Pickup and release of the needle can be done 
as a thumb forceps, yet easily holding the needle in any 
position. This is made possible by the 8:1 mechanical 


The needle holder used in this study is made with both a straight 
and angle-type tip and is constructed of stainless steel. It is manufactured 
by the Lawton Company, 425 Fourth Ave., New York 16. 
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advantage of shanks to jaws of the holder. The springs 
were added to the ends of the shanks so that the holder 
would open with soft, even tension against the fingers. 
The weight of the holder and the strength of the shanks 
are such that the needle holder can be held between the 
fingers in the open position without closing the holder 
or without the holder slipping out of the fingers with ap- 
plication of little force. The small latch in the center of 
the needle holder is placed there to keep the holder 
closed while the nurse places the needle or for any rea- 
son should the operator wish to place the needle. While 
the needle holder is in use the small latch automatically 
slips through and does not interfere with the use of the 
needle holder as a thumb forceps. 

Hinge 2 in the figure, A, is placed there to give the 
needle holder the adequate amount of stability found 
necessary for smooth operation of latch 3 in the fig- 
ure, B. The holder may be modified by adding diamond 
jaws, but these have been found unnecessary, since the 
needle can be held firmly in any position with its present 
jaws. The needle can be released and picked up with no 
unintended movements that may tear a delicate blood 
vessel while the needle is being released. 


Cardiovascular needle holder. 


The advantages, therefore, of this needle holder over 
the usual ring type are: 1. It may be used in the thumb 
forceps position to suture in difficult areas and to grasp 
and pull the needle through. 2. It may be used in the 
regular needle holder position in the hand. 3. It has a 
smooth pickup and release, obviating unintended move- 
ments of the needle. 4. It will hold delicate needles at 
almost any desired angle. Shown in the figure is the 
10-in. model holding 00000 arterial silk on atraumatic 
needle. Shorter models are also available. 


704 Medico-Dental Bldg., Sixth and Santa Clara Streets. 


Basic Knowledge.—In the long range, which often but unpre- 
dictably turns out to be not very long, practical benefits will 
also come from advances in basic knowledge. In this area it is 
important to realize that the possible usefulness of the knowl- 
edge to be acquired is an almost irrelevant criterion of the im- 
portance of getting it, for the applications of new knowledge 
are unpredictable and have no bearing upon the incentives or 
scientific reasoning used by the investigator. But from such ad- 
vances our whole approach to practical problems may become 
reoriented by revolutionary new concepts. Here scientific interest 
motivates the inquiry and curiosity is the guide, but the public 
interest is deeply involved in the progress made.—Remarks at 
the Phoenix Memorial Dedication Luncheon, University of 
Michigan, Ann Arbor, June 9, 1955, prepared by T. H. John- 
son, Director of Research, Atomic Energy Commission. 
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COMPULSORY CASH 
DISABILITY BENEFITS 


This is the first in a series of articles that THE JourR- 
NAL will publish during the next several months con- 
cerning the proposal to establish a national system of 
cash benefits for persons who are totally and permanently 
disabled. All physicians are urged to acquaint themselves 
with the facts on this vital issue.—ED. 


THE LEGISLATIVE BLITZ 

The medical profession suddenly is faced by the most 
serious national legislative crisis to arise since the 1949- 
1950 attempt to enact a system of national compulsory 
health insurance. The new problem, cut of the same 
cloth, has emerged unexpectedly as a result of a legisia- 
tive blitz in the United States House of Representatives. 
The House, on July 18, by a roll call vote of 372 to 31, 
passed H. R. 7225, known as the Social Security Amend- 
ments of 1955. The bill was rushed through the House 
under a procedure suspending the rules, barring amend- 
ments, limiting debate to 40 minutes, and requiring a 
two-thirds vote of approval. Earlier the measure had 
been sped through the House Ways and Means Com- 
mittee in executive session without public hearing, de- 
spite the protests of Republican committee members who 
demanded open hearings and careful study of the legis- 
lation. 

The most controversial provision of H. R. 7225, and 
the one with the most serious implications for the medical 
profession, is the section that would make permanently 
and totally disabled persons at age 50 eligible to receive 
Social Security benefits not now available to others until 
age 65. While the American Medical Association, like 
all thoughtful groups and individuals in the country, has 
become increasingly concerned over the continued, gen- 
eral expansion of the Social Security system, it takes 
no position on those proposals that do not involve health 
or medical care. The Association, however, is specifically 
opposed to the plan for compulsory cash disability bene- 
fits, which would have a direct effect on the medical pro- 
fession and the future of the American medical care 
system. Fortunately, the Senate Finance Committee, 
headed by Sen. Harry Byrd, Virginia Democrat, already 
has wisely decided to postpone action on H. R. 7225 
until the second session of the 84th Congress. At that 
time there will be extensive public hearings on all aspects 
of the legislation. This gives the medical profession, and 
all others interested in these far-reaching Social Security 
amendments, some five months in which to acquaint 
themselves with the facts and gird for action. 

In addition to the disability benefits, the House bill 
would lower the retirement age for women from 65 to 
62, extend monthly benefits for permanently and totally 
disabled children beyond the age of 18, and expand com- 
pulsory social security coverage to all self-employed pro- 
fessional groups except physicians. Affecting about 
1,300,000 persons, the changed benefits will cost an es- 
timated 2 billion dollars a year for the next 20 years and 
about 2.5 billions annually thereafter. The bill would 
increase payroll taxes in 1956 by 0.5% each on em- 
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ployers and employees and 0.7% on the self-employed. 
The same increases would be applied to the already 
scheduled tax rises in 1960, 1965, 1970, and 1975, 
bringing the social security tax in 1975 to 4.5% each on 
employers and employees and 6.75% on the self-em- 
ployed. The extension of monthly benefits at age 50 to 
the totally and permanently disabled would apply to an 
estimated 250,000 persons in the first year and would 
cost 200 million dollars in benefits, according to the bill’s 
sponsors. In 25 years they predict that one million work- 
ers would be receiving disability benefits amounting to 
850 million dollars a year. To be eligible for benefits a 
worker must be at or over age 50, be fully and currently 
insured under social security, and have 20 quarters of 
coverage in the last 40 quarters ending with the quarter 
of disablement. 

Benefits would be payable only after a six months’ 
waiting period. The determination of disability would be 
made by the state agencies that make the determinations 
under the disability “freeze” provisions enacted last 
year. The definition of disability is the same as in the 
freeze provision of present law, except that there would 
be no presumed disability for the blind. To promote re- 
habilitation, the bill provides that a person who per- 
forms work while under a state rehabilitation program 
will not, solely by reason of that work, lose his benefits 
during the first year. The bill also contains a provision 
that would make it possible to stop the benefits of any- 
one who, without good cause, refuses available rehabili- 
tation services. The present bill would not provide bene- 
fits for the dependents of disabled workers. 

The real meaning and future implications of this pro- 
posal, as simply another step toward a complete, “cradle- 
to-grave” social security system, can be seen in some of 
the remarks made last July 18 in the House debate or 
published in the Congressional Record for that day. For 
example, Rep. Dingell of Michigan, perennial advocate 
of national compulsory health insurance, included the 
following in a 10-point program for expanding the social 
security system: “Temporarily disabled persons who are 
insured on the basis of recent employment before their 
disability should be eligible for cash benefits for upwards 
to 26 weeks in a year. Provision should also be made for 
cushioning the cost of medical services during such pe- 
riod of temporary disability. The disability benefit pro- 
visions of H. R. 7225 should be reviewed with a view 
to reducing or eliminating the requirement that a totally 
and permanently disabled worker must be age 50 before 
being eligible for benefits. Consideration should also be 
given to making benefits available to dependents of in- 
sured workers who became totally and permanently dis- 
abled.” 

Rep. Dingell also said: “Another and important 
amendment which I have been sponsoring over the years, 
and which will eventually become law, provides 60 days 
of free hospitalization for all recipients of social security 
benefits.”” Numerous members of the House echoed Rep. 
Dingell’s desire for still greater expansion of the social 
security system. Rep. Zablocki of Wisconsin declared 
that “the bill before us represents a step in the right di- 
rection, and for that reason merits our support.” Rep. 
Fino of New York said that “I will support this bill, not 
because it goes far enough in humanizing our social se- 
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curity system, but because it represents a step in the right 
direction. . . . If we are to improve and extend our law, 
let us go all the way now.” And Rep. Roosevelt, also of 
New York, commented: “It is my candid opinion that 
such a hearing (public hearings by the House Ways and 
Means Committee) would have been a farce.” 

However, a few courageous Congressmen spoke out 
in protest against the way in which the bill was rail- 
roaded through the House, and they urged public hear- 
ings and careful study of the legislation. Among them 
was Rep. Jenkins of Ohio, who said: “I do not, however, 
believe that our committee has discharged its obligation 
to either the Congress or to the American people by its 
brief and closed-door consideration of this vital legisla- 
tion. I have sought to point out the grave social and eco- 
nomic implications of the bill. I have dwelt at some 
length upon the staggering ultimate costs of this develop- 
ing program because I do not believe that either the Con- 
gress or the public has any conception of its magnitude. 

Rep. Kean of New Jersey had this comment: “By their 
action in refusing to have public hearings, by their action 
in turning down my motion to invite insurance actuaries 
to estimate the cost, by their action in turning down my 
motion to invite doctors to testify as to possible means 
of determining disability, the Ways and Means Com- 
mittee has abdicated its responsibility, and the Senate 
will write the bill.” 

Rep. Curtis of Missouri told the House: “All we are 
engaged in today is making a mockery of the House of 
Representatives and confirming the mockery already 
made of itself by the Ways and Means Committee. The 
Senate leaders have already announced that they intend 
to hold hearings on this bill. They have already stated 
that they are not going to abandon, just yet, at any rate, 
the time-tested procedures that produce good legislation 
and protect against bad legislation.” 

The issue will be joined when the second session of 
the 84th Congress convenes in January and the Senate 
Finance Committee begins public hearings on the bill. 
Subsequent articles in this series will outline the Amer- 
ican Medical Association’s opposition to the disability 
benefits plan embodied in the legislation and will present 
the reasons and facts upon which that policy is based. 


Our New Chemical Ervironmeni.—The mushrooming chemi- 
cal industry, the incipient wide ‘pplication of nuclear energy, 
the revolutionary changes in food processing, and many other 
recent technologic developments are affecting the urban environ- 
ment, and consequently the health of man, in multitudinous 
ways. The numerous benefits associated with these developments 
have detracted from recognition that the health factor may well 
be the limiting factor in their continuing development. For 
example, in the application of nuclear energy for peaceful uses, 
it is likely that the rate of advancement of such uses will be 
controlled by the extent to which the radiation health hazards 
associated with these uses, and with the wastes derived from their 
uses, can be properly controlled. This limiting condition might 
some day apply to the chemical industry and to most other new 
technologic developments. . . . Contamination of sources of 
water supply, the widespread use of new chemicals in the pro- 
duction and processing of foods, the increasing use of radio- 
pharmaceuticals, of synthetic paints, insecticides, pesticides, 
detergents, etc., these constitute an extremely complex chemi- 
cal situation. Today chemicals pervade so many phases of man’s 
environment we might say the environment has become “chemi- 
calized.”—-H. F. Ludwig, F.A.P.H.A., Chemicals and Environ- 
mental Health, American Journal of Public Health, July, 1955. 
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ALDOSTERONE AND ALDOSTERONISM 


The recent isolation, crystallization, and characteriza- 
tion of aldosterone (118, 21-dihydroxy, 3,20-diceto-4- 
pregnen-18-al), a new steroid hormone from the ad- 
renal cortex, has prompted great interest in the role 
of the hormone in the health and disease. While aldos- 
terone was not isolated until 1952, it had long been ob- 
served that the amorphous fraction of adrenal extracts, 
that portion remaining after removai of all known crys- 
talline substances, was highly effective in maintaining the 
life of animals in which adrenalectomy had been done. 
Identification of the principle or principles responsible 
for this effect eluded investigators until Grundy and as- 
sociates, using newly developed methods of chromatog- 
raphy and a sensitive bioassay procedure, succeeded in 
isolating a highly active substance.” Subsequently, in 
collaboration with their Swiss colleagues Wettstein, 
Neher, Von Euw, Reichstein, and Schindler, the British 
workers crystallized the active principle and established 
its chemical structure.* They suggested that it be named 
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aldosterone since it differed from corticosterone only in 
the presence of an aldehyde rather than a methyl group 
at the C;, position. This name has largely replaced the 
earlier one, electrocortin, bestowed when the physio- 
logical action but not the chemical structure of the com- 
pound was known. Subsequently, aldosterone was iso- 
lated from the adrenal venous blood of dogs and mon- 
keys and from the perfusate of calf adrenals, thus 
strengthening the concept of the hormonal nature of the 
compound. 


Studies on the biological effects of aldosterone have 
been limited by the minute amounts of hormone pres- 
ently available; however, preliminary work indicates the 
hormone elicits both mineralocorticoid and glucocorti- 
coid effects. Thus, it is at least 20 times as effective as 
desoxycorticosterone in maintaining electrolyte balance 
and well-being in patients with adrenal cortical hypo- 
function and about one-third as active as cortisone in 
causing deposition of liver glycogen and in lowering the 
eosinophil count in mice in which adrenalectomy has 
been done. Furthermore, secretion of the hormone is ap- 
parently independent or largely independent of the pi- 
tuitary gland but may at least in part be regulated by 
electrolyte balance.* 

Elucidation of the relationship of aldosterone and cer- 
tain disease conditions has been greatly advanced by 
work initiated in 1952 by Luetscher and his associates 
on a urinary sodium-retaining substance, since identified 
as aldosterone.’ These investigators found particularly 
high titers of this substance in the urine of patients suffer- 
ing from certain diseases characterized by edema asso- 
ciated with low sodium excretion, such as nephrosis, 
heart failure, and hepatic cirrhosis, while subsequent in- 
vestigators have reported high titers in eclampsia ° and 
malignant hypertension." It is generally considered, 
however, that the high titers of aldosterone in these 
varied conditions are an effect, and not the cause, of the 
underlying disease process. 


Evidence is now accumulating to suggest that in- 
creased aldosterone production may in other instances 
actually be the primary cause, rather than a result, of a 
disease condition. Conn‘ has recently described a pa- 
tient suffering from intermittent tetany, parasthesias, 
chronic severe muscular weakness, polyuria and poly- 
dypsia, and hypertension but with no edema. Laboratory 
studies revealed very high titers of a sodium-retaining 
substance in the urine, low blood potassium levels, high 
blood sodium levels, and alkalosis. In addition there was 
a renal tubular defect in the reabsorption of water, 
thought to be secondary to chronic hypokalemia. Sur- 
gery revealed an adrenal cortical adenoma that was 
found by bioassay to be rich in aldosterone-like activity. 
After surgery, the patient’s clinical symptoms and 
metabolic abnormalities disappeared, but the latter could 
be reproduced with small doses of aldosterone. Mader 
and Iseri have reported an apparently similar case,” and 
Conn ‘ has suggested that certain other reported cases of 
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potassium depletion and alkalosis, such as those de- 
scribed by Earle and his associates,’ by Wyngaarden and 
his associates,'° and by Evans and Milne,'! are also ex- 
amples of hyperaldosteronism. The report of Evans and 
Milne is of particular interest since the patient was 
found to excrete high titers of a sodium-retaining sub- 
Stance in the urine. Conn suggests that these cases rep- 
resent a hitherto unrecognized clinical syndrome. He 
has suggested that the name primary aldosteronism be 
applied to this syndrome to differentiate it from those 
conditions in which the increased excretion of a sodium- 
retaining corticoid is apparently secondary to the under- 
lying disease. He.further recommends that all patients 
with an unexplained hypokalemic alkalosis should un- 
dergo adrenal surgery, and, even if no adrenal tumor is 
found, partial or complete adrenalectomy should be con- 
sidered as a means of combating the metabolic ab- 
normality. 


CONTROLS IN WORKMEN’S COMPENSATION 


This issue of THE JOURNAL (page 1463) contains an 
abstract of a much larger collection of data shortly to be 
issued by the Council on Industrial Health on some 
monetary aspects of workmen’s compensation. The full 
report will provide committees on workmen’s compensa- 
tion or industrial health in the state medical societies 
with factual information on trends and distribution of 
premiums earned and medical and indemnity losses in- 
curred by insured employers in 39 jurisdictions for a 10 
year period. 

Here is much food for thought. Certain statutory and 
administrative provisions have long been considered 
necessary as “controlling factors” in the maintenance of 
minimal costs for medical care, and indirectly for in- 
demnity. Among a sizable list of such factors several 
have stood out—the method of physician selection, lim- 
itations in medical benefits in time or amount, and fee 
schedules. This report questions the validity of these 
concepts. The physician is selected by the employer in 
33 jurisdictions in this study. Yet in those jurisdictions 
where the employee may select the physician, medical 
losses incurred tend to fall below the median for all in 
both percentage increases and average ratio of medical 
to total losses incurred for base periods. In 22 jurisdic- 
tions medical benefits are limited or a fee schedule has 
been set up. Again there appears to be no clear relation 
between minimal losses incurred and the existence of a 
“control” measure. Other contributing factors, such as 
the character of administrative supervision, policies of 
medical societies, and quality of medical care, should be 
given due consideration in future discussions of these 
medical costs. But on the basis of dollar amounts, there 
is ample evidence that traditional concepts may be in 
error and that greater flexibility of medical care pro- 
visions in workmen’s compensation can improve the lot 
of disabled workers without insuperable economic bur- 
dens for anyone. 
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PROGRESS ON JENKINS-KEOGH BILLS 


On July 19 the Committee on Ways and Means of 
the House of Representatives, by a vote of 16 to 8, in- 
cluded an amended version of the Jenkins-Keogh bills 
in the “bobtail” revenue bill. In the hectic last days of 
the first session of the 84th Congress, Chairman Jere 
Cooper (D., Tenn.) officially killed this catchall revenue 
bill for this year and stated that the committee will try 
to complete the bill after Congress reconvenes next 
January. 

This favorable committee vote in July is the high 
watermark in the long struggle to obtain tax deferment 
equality for the self-employed and the pensionless em- 
ployed. During the hearings on the Jenkins-Keogh bills 
on June 27 and 28, eight congressmen who are not mem- 
bers of the House Ways and Means Committee testified 
in favor of the principle of these bills. (The testimony 
presented by the American Bar Association, American 
Dental Association, American Farm Bureau Federation, 
American Medical Association, and the statement and 
analytical report on the bills by the Treasury Depart- 
ment have been published in Bulletin 100 by and may be 
obtained from the A. M. A. Bureau of Medical Eco- 
nomic Research.) The Secretary of the Treasury thrice 
granted that the federal revenue laws are unfair to the 
self-employed and strongly urged that the bills, if ap- 
proved, exclude the pensionless employed in order to 
reduce the revenue loss. The bill was so amended. 
Other changes were the reduction in the maximum 
amounts that could be excluded annually from $7,500 
to $5,000 and in the lifetime maximum from $150,000 
to $100,000. Other amendments would permit com- 
binations of an annuity contract with a life insurance 
policy, with tax deferment only on the annuity part of 
the premium, and the use of a bank as a custodian of 
retirement funds. These four amendments were made 
before the 16 to 8 vote was taken. The failure of the 
Ways and Means Committee to report out the “bobtail” 
tax bill before adjournment in August means that the 
amended Jenkins-Keogh bills cannot be acted upon in 
the House until the committee approves the completed 
“bobtail” bill after Congress reconvenes next January. 
The possibility that the committee will not complete the 
“bobtail” bill during the next session or will report it 
out with the amended Jenkins-Keogh bills omitted now 
seems remote. 


The progress made during this first session of the 84th 
Congress and the strong statements made by many mem- 
bers of Congress during the hearings of June 27 and 28 
should encourage physicians, other self-employed per- 
sons, and other interested individuals to inform their 
congressmen of their views while they are at home this 
fall. The prospects for the enactment of these bipartisan 
bills to establish a voluntary pension system for the self- 
employed are definitely on the upgrade. Perhaps the 
time is approaching when it will no longer be an eco- 
nomic sin to be self-employed. 
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ORGANIZATION SECTION 


PUBLIC RELATIONS INSTITUTE 


A public relations meeting combining legislative briefing with 
informal discussions on medical society public relations activi- 
ties will be sponsored by the American Medical Association at 
Chicago’s Drake Hotel on Aug. 31 and Sept. 1. Attending this 
public relations institute will be some 300 representatives of 
state and county medical societies, woman’s auxiliaries, and na- 
tional medical organizations. On the first day there will be a 
series of discussion sessions designed to encourage audience 
participation. Dr. David B. Allman, A. M. A. Trustee and 
Chairman of the Legislative Committee, will moderate a dis- 
cussion on the best way to inform the membership of important 
legislative activity. Other sessions on this morning program are 
“Planning Ahead Makes for Better PR,” “Stimulating PR Interest 
in the Individual Member,” “Magazine Relations: What Do 
Writers Expect from Doctors,” and “Putting A. M. A. PR Aids 
to Use.” Featured in the magazine discussion will be Howard 
Whitman, author and television commentator, and James Riggs 
and James Liston, managing editor and articles editor of Better 
Homes and Gardens. 

At luncheon on Aug. 31, registrants will hear James E. Bryan, 
medical public relations consultant. The afternoon session will 
consist of three separate group discussions taking up the special 
public relations problems of state medical societies, large county 
societies, and small county societies. The second day of the 
institute will be made up of briefing sessions. First, registrants 
will hear about new national public relations projects needing 
cooperation of state and county societies. Then the group will 
learn details on the new social security issue pending in Con- 
gress. After presentation of A. L. Kirkpatrick, manager, insur- 
ance department, Chamber of Commerce of the United States, 
Dr. Ernest B. Howard, A. M. A. Assistant Secretary, will mod- 
erate a panel discussion on “What Social Security Expansion 
Means to the Medical Profession.” As part of the luncheon 
session on Sept. 1, the institute audience will get advance in- 
formation on forthcoming network television programs of spe- 
cial interest to the medical profession. Plans for a new weekly 
series of telecasts entitled “Medical Horizons” will be outlined; 
Jim Moser, creator of the “Medic” program, will personally 
describe the 1955-1956 blueprint for the popular NBC series, 
and details on the fall and winter schedule of “March of Medi- 
cine” will be revealed. 

Winding up the 1955 Public Relations Institute will be the 
showing of films. A new “Medic” show will be previewed, and 
registrants will have an opportunity to see A. M. A. motion 
pictures available for showing on television or to club, church, 
and school audiences. Throughout the two-day meeting, a dis- 
play of state and county society public relations projects and 
exhibits obtainable on loan from the A. M. A. will be on view 
in an adjoining room. 


FEDERAL MEDICAL LEGISLATION 
First Session, 84th Congress 
Tax Postponement for Self-Employed 


Congressman Lipscomb (R., Calif.) has introduced, in H. R. 
5605, a measure to encourage the establishment of voluntary 
pension plans by individuals. He proposes to postpone taxes on 
limited amounts of the taxpayers’ net income if such sums are 
used in setting up a restricted retirement annuity. This measure 
is identical with H. R. 9 and 10 by Congressman Jenkins (R., 
Ohio) and Keogh (D., N. Y.), and similar to H. R. 2092 by 
Congressman Ray (R., N. Y.). This bill was referred to the 
Committee on Ways and Means. 


Assistance to States for Industrial Safety 


Congressman Frelinghuysen (R., N. J.), in H. R. 5740, has 
introduced a measure identical to S. 1091 and similar to H. R. 
4877, reported in THE JOURNAL, May 14, 1955, page 125. This 
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would give assistance to the states for improving and maintain- 
ing safe work places and practices in industry. This bill was 
referred to the Committee on Education and Labor. 


Water Pollution Control Act 


Congressman Johnson (D., Wis.) would extend and strengthen 
the Water Pollution Control Act of 1948 by H. R. 5897, which 
is similar to S. 890, H. R. 3426, H. R. 5296, and H. R. 5369, 
reported in THE JouURNAL, June 4, 1955, page 407. The Johnson 
measure however provides the addition of a new section to per- 
mit incentive grants and loans at 2% to expedite the construction 
of sewage treatment plants. This bill was referred to the Com- 
mittee on Public Works. 


Appropriation for the World Health Organization 


Representative Carnahan (D., Mo.), in H. J. Res. 293, and 
Senator Humphrey (D., Minn.), in S. J. Res. 78, would increase 
from 3 million to 5 million dollars the limit on the United 
States annual obligation to the World Health Organization. 
Congressman Judd (R., Minn.), in H. J. Res. 304, would make 
a similar report on the limit in U. S. obligation, but the total 
appropriation could not exceed 33.3% of WHO’s total operating 
budget. Both House measures were reported to the Foreign 
Affairs Committee. The Humphrey bill was referred to the Com- 
mittee on Foreign Relations. 


Doctor-Draft Extension, Military Scholarships, 
and Equalization Pay 


Congressman Vinson, in H. R. 5946, introduceu the commit- 
tee’s version of the “Doctor-Draft” act extension, the military 
medical scholarship bill, and the $100 per month equalization 
pay for medical officers. Title 1 would extend the “Doctor-Draft” 
law until July 1, 1957, and provide further that “Effecti -e July 1, 
1955, and notwithstanding any other provision of this subsection, 
no person who after attaining the thirty-fifth anniversary of the 
date of his birth shall be liable for induction under this sub- 
section if he has applied for a commission in one of the Armed 
Forces and was rejected for such commission on the sole ground 
of a physical disqualification.” This included the simple exten- 
sion of the doctor draft provided in H. R. 2886 (reported in 
THE JOURNAL, March 19, 1955, page 1028). Title 2 would pro- 
vide for the establishment of medical and dental scholarships 
similar to Congressman Bennett’s (D., Fla.) measure, H. R. 
4645, and the Senate bill S. 1444 introduced by Senators Russell 
(D., Ga.) and Saltonstall (R., Mass.), which were reported in 
THE JOURNAL, June 11, 1955, page 483. Title 3 would continue 
the $100 special pay for physicians, dentists, and veterinarians. 

Senator Russell, in S. 1946, introduced the administration’s 
$100 equalization pay bill for physicians, dentists, and veteri- 
narians but would require physicians obligated under the basic 
Selective Service Act to serve an additional year if they were 
to receive the $100 pay incentive. This was abandoned for the 
House version, H. R. 6057, subsequently H. R. 3005. Congress- 
man Vinson introduced, in H. R. 6057, a measure to replace 
H. R. 5946, the essential difference being that the section on 
medical scholarships was deleted. This measure, H. R. 6057, 
was reported favorably to the House. In the Senate, hearings 
were held on H. R. 6057, and it was attached to H. R. 3005, 
the extension of the basic Selective Service Act and the benefits 
under the Dependent’s Assistance Act. As approved by the com- 
mittee, a veterinarian if employed by the Department of Agri- 
culture for 24 months would not be liable for induction. This 
provision was eliminated in the conference between the House 
and the Senate and the upper limits of the draft law dropped 
from 51 to 46. These bills were handled by the respective armed 
services committees. 


Commission on Aging and Aged 


Congressman Corbett (R., Pa.) has introduced, in H. R. 6044, 
a measure identical to S. 693 and similar to a number of pre- 
viously reported measures that would study problems of the 
aging and the aged and make recommendations to Congress. 
This bill was referred to the Committee on Education and Labor. 
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CALIFORNIA 


Cerebral Palsy Training Program.—The first term of the train- 
ing course for personnel concerned with the care of cerebral- 
palsied children for the academic year 1955-1956 begins at 
Children’s Hospital in San Francisco Sept. 1. The program, 
supported by the United Cerebral Palsy associations in the 
hospital, provides training in the care of the cerebral-palsied 
preschool child; seminars and conferences; and contacts with 
parents of the palsied children in the school through home visits 
and with the public and private agencies concerned. The cur- 
riculum is set up to train occupational therapists, physical thera- 
pists, and nursery school teachers who wish to specialize in the 
cerebral palsy field. For information write to: Dr. Luigi Luzzatti, 
Children’s Hospital, 3700 California St., San Francisco, 


COLORADO 


State Medical Meeting in Denver.—The 85th annual session of 
the Colorado State Medical Society will convene at the Shirley- 
Savoy Hotel, Denver, Sept. 20-23, under the presidency of Dr. 
Samuel P. Newman, Denver. Guest speakers and their first 
presentations will include: 

L. Henry Garland, San Francisco, Radiologic Diagnosis of Certain 

Pelvic Disorders. 

John C. Burch, Nashville, Tenn., Diagnosis of Pelvic Masses. 

Philip D. Wilson, New York, Differential Diagnosis of Low Back Pain. 

Charles A. Ragan, New York, Rheumatoid Arthritis. 

James T. Priestley, Rochester, Minn., Tumors of the Adrenal Cortex. 

Thomas L. Shipman, Los Alamos, N. Mex., Control of the Most Dan- 

gerous Element Known to Man. 

On Wednesday at 12:10 p. m. Dr. Warren W. Tucker, Denver, 
will serve as moderator for a symposium on the pelvis by Drs. 
Burch, Wilson, and Garland. At the same time on Thursday 
Dr. Harry C. Hughes, Denver, will be moderator of a symposium 
on the joints, presented by Drs. Wilson, Ragan, and Garland. 
Friday noon Drs. Priestley and Ragan will present a symposium 
on the adrenals, of which the moderator will be Dr. Carl S. 
Gydesen, Colorado Springs. Through the cooperation of Wyeth 
Laboratories, closed-circuit telecasts on the subjects of the sym- 
posiums will originate daily from the Denver General Hospital 
about two hours preceding the presentation of the symposiums. 
Social events will include a dinner Tuesday, 6:30 p. m., followed 
by a stag smoker, and the annual banquet Thursday, 6:30 p. m., 
sponsored by the woman’s auxiliary, which will meet simultane- 
ously. Tuesday afternoon the golf tournament will be held at 
the Wellshire Country Club and the Trap Shoot at the Denver 
Municipal Trap Club. There will be a handicap state medical 
bowling meet. 


FLORIDA 


Society News.—Newly elected officers of the Florida Academy 
of General Practice include: Dr. Frank T. Linz, Tampa, presi- 
dent; Dr. Leo M. Wachtel, Jacksonville, president-elect; Dr. 
Leon S. Eisenman, Hialeah, vice-president; and Dr. James B. 
Hodge, Tampa, secretary-treasurer. 


Appoint Professor of Medicine.—Dr. Ralph Jones Jr., formerly 
director of C. W. Robinson section, department of medicine, 
Hospital of the University of Pennsylvania, has been appointed 
chairman of the department of medicine, University of Miami 
School of Medicine, Coral Gables. He succeeds Dr. Franz H. 
Stewart, who accepted the appointment on a pro tem basis for 
one year only and who now returns to full-time private practice. 
Dr. Jones was recently named chairman of the national coordi- 
nating panel for work on cancer chemotherapy. After service 
in the Medical Corps of the U. S. Army, he was a research 
associate in medicine and a research associate in urology at the 
University of Chicago School of Medicine. 


Physicians are invited to send to this department items of news of gen- 
eral interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 


ILLINOIS 


Dr. Fischer Honored.—Dr. Andrew L. Fischer, Hoffman, was 
honored for 50 years of active practice at the Clinton County 
Medical Society dinner meeting June 8 at St. Joseph’s Hospital 
in Breese. Dr. Fischer has been a company physician and sur- 
geon of the Southern Railway System since 1915. He was present 
at the dedication of St. Mary’s Hospital in Centralia in 1908, is 
the only physician of the original hospital staff using its facilities, 
and is the oldest physician now using the hospital. During World 
War I Dr. Fischer served in the Army Medical Reserve Corps. 
In World War II he received honorable mention for distin- 
guished service as a selective service medical examiner. 


Chicago 

Research Grants.—The Hektoen Institute for Medical Research 
of the Cook County Hospital announces receipt of $10,000 from 
the Damon Runyon Memorial Fund for Cancer Research for 
studies in leukemia; $10,000 from the Dr. Leonard H. and 
Louis Weissmann Medical Research Foundation for studies in 
radioactive isotopes; and $15,000 from the Olivia Sue Dvore 
Foundation for leukemia research. 


New Head of Physical Medicine Department.—Dr. David I. 
Abramson, who has been affiliated with the University of Illinois 
College of Medicine since 1946, will become head of the depart- 
ment of physical medicine and rehabilitation Sept. 1 at the 
University of Illinois Research and Educational Hospitals. Dr. 
Abramson, an attending physician at Michael Reese, Mt. Sinai, 
and Hines Veterans Administration hospitals, is also a consultant 
in peripheral vascular diseases for the regional office of the 
Veterans Administration. He formerly taught at the University 
of Cincinnati and directed cardiovascular research at May In- 
stitute for Medical Research in Cincinnati. A medical officer 
in the U. S. Army from 1942 to 1946, he was discharged with the 
rank of major. 


MARYLAND 


Dean Wylie Retires.—Dr. Hamilton Boyd Wylie, dean, Univer- 
sity of Maryland School of Medicine and College of Physicians 
and Surgeons, Baltimore, retired July 1 after 42 years of service. 
Dean Wylie, who began his career at the school of medicine in 
1913 as an associate in physiological chemistry, became assistant 
dean in 1942, acting dean in 1946, and later dean of the school 
of medicine. Dr. Wylie was honored on his birthday, when 
May 3 was designated by the university’s medical library as 
“Wylie Day.” A display including photographs and articles con- 
cerning Dean Wylie was on view in the library’s reading room, 
and an informal reception was held during the late afternoon. 


Personal.—Dr. George Washington Corner, Baltimore, director 
of the department of embryology, Carnegie Institution, received 
the honorary doctor of laws degree from Tulane University of 
Louisiana, New Orleans, at commencement May 31. Dr. 
John C. Whitehorn, Henry Phipps Professor of Psychiatry and 
director of the department of psychiatry at Johns Hopkins 
University School of Medicine and psychiatrist-in-chief of the 
Johns Hopkins Hospital, Baltimore, since 1941, received an 
honorary doctor of science degree at the University of Nebraska 
Aug. §. Dr. Whitehorn, who was previously affiliated with the 
Massachusetts General Hospital and Harvard Medical School, 
Boston, and Washington University School of Medicine, St. 
Louis, served as president of the American Board of Psychiatry 
and Neurology in 1946 and of the American Psychiatric Associ- 
ation in 1951. 


MASSACHUSETTS 

Nursing Course in Poliomyelitis.—Boston University is conduct- 
ing a course On “Poliomyelitis Nursing” to train graduate nurses 
in administration, teaching, and supervision for poliomyelitis 
units. During the morning the seven nurses, who have come from 
Puerto Rico, Michigan, and Oklahoma, as well as New England, 
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work in the poliomyelitis wards at Children’s Medical Center. 
In the afternoons, classes are held. Two weeks of the six week 
course will be spent at the Wellesley Respirator Center, a part 
of the Children’s Medical Center. 


Dr. Drinker Honored.—The portrait of Dr. Cecil Kent Drinker 
was recently unveiled in the Henry Pickering Bowditch Library 
of Harvard Medical School, Boston. Dr. Drinker’s association 
with Harvard University began in 1916, when he was instructor 
in physiology. He served as professor of physiology in 1923 and 
as head of the department in the school of public health from 
its beginning until 1947. He also served as assistant dean of the 
school of public health from 1924 to 1935 and as dean from 
1935 to 1942. Among the speakers at the ceremony were Dr. 
James L. Gamble, professor emeritus of pediatrics; Dr. J. 
Howard Means, Jackson Professor Emeritus of Clinical Medi- 
cine; Dr. George Packer Berry, dean of Harvard Medical 
School; and Dr. Eugene M. Landis, Higginson Professor of 
Physiology, who presented Dr. Drinker with a book of letters 
and telegrams from former students and friends who were unable 
to attend the ceremony. 


MINNESOTA 

University News.—The University of Minnesota Medical School, 
Minneapolis, recently established a separate department of 
anesthesiology, formerly a segment of the department of surgery. 
The head of the new department is Dr. Frederick H. Van 
Bergen. 


Symposium on Arteriosclerosis—The Minnesota Symposium 
on Arteriosclerosis, sponsored by the University of Minnesota 
and the Minnesota Heart Association, will be held at the Mayo 
Memorial in Minneapolis Sept. 7-9. General sessions and a half 
day of clinic and laboratory visits will be devoted to five major 
topics: “The Challenge of Arteriosclerosis,” “Atherosclerosis,” 
“Peripheral and Cerebral Arteriosclerosis,” “The Internist and 
Some Tools,” and “The Surgical Treatment of Arteriosclerosis.” 
Principal speaker at the Wednesday dinner meeting in the 
Minneapolis Club will be Dr. Paul Dudley White, Boston, who 
will discuss “The Coronaries Through the Ages.” Other par- 
ticipants include: Drs. E. Cowles Andrus, Baltimore, Irvine H. 
Page, Cleveland, Louis N. Katz, Chicago, and James Watt, 
Bethesda, Md. General chairman of the symposium is Ancel B. 
Keys, Ph.D., of the University of Minnesota. For. information, 
write Dr. Robert B. Howard, Mayo Memorial, University of 
Minnesota, Minneapolis 14. 


NEW MEXICO 

Indian Health Area Office.—Dr. Henry W. Kassel, a commis- 
sioned officer in the U. S. Public Health Service, has been 
appointed medical officer in charge of the Indian health area 
office in Albuquerque, Syrgeon General Scheele of the U. S. 
Public Health Service has announced. Dr. Kassel, who will take 
over his new duties Sept. 1, will be responsible for medical care 
and public health services to more than 101,000 Indians on 
reservations located in four states. The Albuquerque area office 
has jurisdiction over medical care and health in the following 
Indian agencies: Navajo in New Mexico, Arizona, and Utah; 
Consolidated Ute in Colorado; and United Pueblo, Jicarilla 
Apache, Mescalero Apache, and Zuni in New Mexico. The area 
office also is responsible for the practical nursing school and 
sanatorium for Indians at Albuquerque. Since January, 1950, 
Dr. Kassel has been assigned to the Denver regional office of 
the U. S. Department of Health, Education, and Welfare, work- 
ing with state health departments in Montana, Colorado, Idaho, 
Wyoming, and Utah. He was chronic disease consultant for this 
region until October, 1951, when he became chief of medical 
programs for the region. 


NEW YORK 


Lecture on Endometriosis—Dr. Carl T. Javert, professor of 
gynecology and obstetrics, Cornell University Medical College, 
New York City, will speak on endometriosis at 8:30 p. m., 
Sept. 8, at the Jewish Chronic Disease Hospital, East 49th Street 
and Rutland Road, Brooklyn. 


J.A.M.A., Aug. 20, 1955 


Rehabilitation of the Blind.—A program of professional training 
in rehabilitation of the blind, presented at the Industrial Home 
for the Blind, will offer a 20 week course for workers entering 
the following areas of specialization: rehabilitation counselor; 
vocational guidance director; vocational instructor; psychologist; 
physical orientation and foot travel instructor; placement spe- 
cialist; service stands supervisor; vocational program adminis- 
trator; and specialist in work for the deaf-blind. There is no 
tuition fee. A small number of traineeships ($50 a week) are 
available. They are intended to cover room, board, and incidental 
expenses. These are meant for students whose residence is out- 
side of the New York City area. Closing date for applications 
for the first program is Aug. 29. Two 20 week programs are 
scheduled for the academic year 1955-1956: Program 1, Sept. 19, 
1955, through Feb. 3, 1956, and Program 2, Feb. 13 through 
June 29. For information write Mr. Winfield S. Rumsey, 
Director of Project, Industrial Home for the Blind, 57 Wil- 
loughby St., Brooklyn 1. 


Personal.—Dr. Cewsme S. Barresi, Silver Creek, was honored 
recently when a dormitory at Alfred University was named for 
him.——Luther E. Woodward, Ph.D., senior community mental 
health representative of the New York State Department of 
Mental Hygiene, has received the annual Norma and Murray 
Hearn Social Action award for his “pioneer work in the field 
of mental health.” At the 97th commencement of the State 
University of New York College of Medicine at New York City, 
Brooklyn, the eighth Alumni Medallion for Distinguished Serv- 
ice to American Medicine was presented to Dr. Alexander S. 
Wiener for his basic work in the genetics of the blood groups, 
for allergic disorders, and for his contributions to transfusion 
reactions and exchange transfusions. Dr. Hyman Pleasure, 
assistant director at the Edgewood Division of Pilgrim State 
Hospital in Brentwood, has been appointed director of Middle- 
town State Homeopathic Hospital, succeeding Dr. Walter A. 
Schmitz, who retired as director on July 31 after 41 years on 
the staff of the hospital. Dr. F. Adrian Kantrowitz, instruc- 
tor in surgery at New York Medical College, Flower and Fifth 
Avenue Hospitals, New York City, has been named to concur- 
rent posts in Brooklyn at the State University of New York 
College of Medicine at New York City and Maimonides Hospital, 
where he will be assistant professor of surgery in charge of the 
cardiovascular surgery department. 


New York City 


Name Professor of Ophthalmology.—Dr. Conrad Berens, re- 
cently appointed life member of the Harvey Society, has been 
promoted from associate professor to professor of ophthalmol- 
ogy at New York University Post-Graduate Medical School. Dr. 
Berens is ophthalmic surgeon, pathologist, and director of re- 
search at the New York Eye and Ear Infirmary; director of 
ophthalmology at Midtown Hospital; and director surgeon of 
the Seamen’s Church Institute. 


Mental Hygiene Clinic for the Deaf.—The Office of Vocational 
Rehabilitation of the U. S. Department of Health, Education, 
and Welfare recently announced an initial grant of $27,800 to 
the New York State Psychiatric Institute to establish and con- 
duct a mental hygiene clinic for the deaf. The clinic, which will 
be located at the Psychiatric Institute, 722 W. 168th St., will 
serve the deaf in three major areas: (1) in research activities, 
(2) in counseling and therapeutic services, and (3) in training 
of professional workers—psychiatrists, psychologists, social 
workers, and others. Dr. Franz Josef Kallmann, professor of 
psychiatry at Columbia University College of Physicians and 
Surgeons and head of the department of medical genetics at 
the New York State Psychiatric Institute, will direct the clinic. 


OHIO 


Alvarenga Prize to Dr. Rammelkamp.—On July 14 the College 
of Physicians of Philadelphia awarded the Alvarenga prize for 
1955 to Dr. Charles H. Rammelkamp, Cleveland, “for his out- 
standing work in the field of streptococcic infections, particularly 
in relation to rheumatic fever and nephritis.” The prize was 
established by the will of Pedro Francisco DaCosta Alvarenga 
of Lisbon, Portugal, an associate fellow of the Coliege of Physi- 
cians of Philadelphia, to be awarded annually by the college 
on the anniversary of the death of the testator in 1883. 
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Course on Forensic Medicine.—The Law-Medicine Center of 
Western Reserve University, Cleveland, will present a course, 
“Law-Medicine Problems,” on 15 Tuesday evenings from 7 to 
9 p. m., starting Sept. 20, at the WRU School of Law, 2145 
Adelbert Rd. Six lectures will concern diseases and injuries of 
the heart and vascular system, and seven sessions will deal with 
injuries and diseases of the head and spinal cord. This non- 
credit course (tuition, $55) is planned for physicians, attorneys, 
claimsmen, industrial relations personnel, labor union officers, 
and others dealing with medicolegal problems. Information is 
available by writing to: Director, Law-Medicine Center, Western 
Reserve University, Cleveland 6. 


PENNSYLVANIA 


State Medical Meeting in Pittsburgh.—The 105th annual session 
of the Medical Society of the State of Pennsylvania will convene 
at the Hotel William Penn, Pittsburgh, Sept. 20-23, under the 
presidency of Dr. Dudley P. Walker, Bethlehem. The general 
sessions will open Tuesday at | p. m. with the following program: 

Investment Planning for the Physician, Mr. Malcolm E. Lambing, 

Pittsburgh. 

Insurance, Mr. George H. Hafer, Harrisburg. 

The Doctor and His Income Tax, Mr. George E. Guentner, Pittsburgh. 

The Doctor and His Office, Mr. James E. Bryan, Summit, N. J 
At 3:30 p. m. Dr. Isidor S. Ravdin, Philadelphia, will serve as 
moderator for “The Care of Casualties in Major Catastrophes,” 
in which the first paper, “How to Reduce Mortality” by Dr. 
Walker, will be followed by “Plasma Transfusions in Hypo- 
volemic Shock and Malnutrition” by Dr. J. Garrott Allen, 
Chicago; “Preservation of Blood by Freezing” by Lieut. Col. 
William H. Crosby, Washington, D. C.; “Lessons Learned in 
a Mobile Surgical Hospital and Their Application in the Care 
of Mass Casualty Disaster” by Lieut. Col. Kryder E. Van 
Buskirk, Washington, D. C.; and “What Is My Responsibility 
as a Practicing Surgeon?” by Dr. William T. Fitts Jr., Phila- 
delphia. Wednesday morning Dr. John W. Shirer, Pittsburgh, 
will moderate the program, “Present Status of Health and Wel- 
fare Plans,” which will open with a paper, “Problems Encoun- 
tered in the Operation of the United Mine Workers of America 
Welfare and Retirement Fund” by Dr. Warren F. Draper, 
executive medical officer, United Mine Workers of America, 
Washington, D. C. Dr. Joseph A. Langbord, medical director, 
Sidney Hillman Medical Center, Philadelphia, will speak for 
the Amalgamated Clothing Workers Health and Welfare Plan 
and Mr. John F. Tomayko, insurance and pension department, 
United Steelworkers of America, Pittsburgh, for the United 
Steelworkers of America Health and Welfare Plan. Thursday 
morning will be devoted to consideration of the following prob- 
lems created by new developments in medicine: 

The Cortisone and ACTH Story, Thaddeus S. Danowski, Pittsburgh. 


Endocrine Aspects for Control of Neoplastic Disease, Rulon W. Rawson, 
New York. 


The Diabetic Problem, George E. Anderson, Brooklyn, N. Y. 

Hypertensive Drugs, Charles C. Wolferth, Philadelphia. 

Progress in Poliomyelitis, Jonas E. Salk, Pittsburgh. 

Short and Long-Term Anticoagulant Therapy in Coronary Artery Dis- 

ease, Thomas M. Durant, Philadelphia. 

School health problems will be discussed Thursday afternoon 
by Drs. Thomas E. Shaffer, Columbus, Ohio, and Carl C. 
Fischer, Philadelphia. Dr. Earl D. Osborne, Buffalo, will open 
the meeting on industrial dermatitis, presented by the section 
on dermatology, with “A Therapeutic Armamentarium for the 
Treatment of Skin Diseases in Industrial Medical Practice.” The 
sectidn on surgery will have as its first speaker Dr. Harris B. 
Shumacker Jr., Indianapolis, who will consider surgery of the 
great blood vessels. Dr. Martin Cherkasky, New York, will 
discuss “Practical Solutions” at the end of the program on 
chronic illness problems and solutions, presented Thursday 
afternoon by the section on preventive medicine and public 
health. “Physical Medicine and Rehabilitation—lIts Significance 
and Relationship to Other Specialties in Medicine” will be dis- 
cussed by Dr. Frank H. Krusen, Rochester, Minn., Thursday 
afternoon before the section on physical medicine and re- 
habilitation. 
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Philadelphia 


Dr. Esmond Long Retires—Dr. Esmond R. Long, director of 
medical research for the National Tuberculosis Association and 
director of the Henry Phipps Institute for the Study, Prevention, 
and Treatment of Tuberculosis of the University of Pennsyl- 
vania, retired from these positions July 1 to devote his time to 
research and writing. Three years ago Dr. Long resigned as 
executive secretary of the American Trudeau Society and as 
editor-in-chief of the American Review of Tuberculosis and 
Pulmonary Diseases. A prolific writer, he is the author of more 
than 250 papers and articles as well as “A History of Pathology,” 
published in 1928, and “The Chemistry of Tuberculosis,” in 
which he collaborated with Dr. H. Gideon Wells. Dr. and Mrs. 
Long plan to make their home in Pedlar Mills, Va. 


Personal.—Dr. Harry E. Bacon was recently made an honorary 
fellow of the Japanese College of Surgeons and the Chiba 
Surgical Society ——Dr. Philip R. Trommer, associate in medi- 
cine at Woman’s Medical College of Pennsylvania, has been 
elected president of the Eastern Pennsylvania chapter of the 
Arthritis and Rheumatism Foundation at the annual meeting. 
At its annual meeting in Los Angeles, the American 
Urological Association awarded first prize to Dr. William C. 
Shoemaker, a resident surgeon at Hahnemann Medical College 
and Hospital, for his essay, “Reversed Seromuscular Grafts in 
Urinary Tract Reconstruction.” Dr. Mollie A. Geiss, pro- 
fessor of pathology, Woman’s Medical College of Pennsylvania, 
has resigned after 33 years of service on the faculty. She will 
be succeeded by Dr. Isadore N. Dubin, presently with the 
Armed Forces Institute of Pathology, Washington, D. C., as 
chief of the hepatic pathology section. Dr. Carl F. Schmidt, 
professor of pharmacology, University of Pennsylvania School 
of Medicine, lectured at the National Defense Medical Center 
in Formosa during July, under the auspices of the American 
Bureau for Medical Aid to China, of which he is a director. 
The bureau gives assistance to the National Defense Medical 
Center through provision of fellowships, equipment, and medical 
journals, Dr. Schmidt is past-president of the American Society 
of Pharmacology———Dr. Gilbert B. Meyers, medical super- 
visor of the Philadelphia plant of the Electric Storage Battery 
Company, received a certificate for outstanding work in in- 
dustrial medicine at the annual meeting of the Industrial Medical 
Association in Buffalo April 27. Under Dr. Meyer's leadership 
a control program at the Electric Storage Battery Company’s 
plant is reported to have virtually eliminated loss of industrial 
working time due to lead exposure. 


RHODE ISLAND 

Fiske Fund Contest.—The trustees of the Fiske Fund of the 
Rhode Island Medical Society will award $350 for the best 
dissertation worthy of recompense on the subject “Use of Radio- 
Active Isotope in the Treatment and Investigation of Disease.” 
Entries should be sent to Secretary to the Trustees, John E. 
Farrell, Sc.D., 106 Francis St., Providence 3, on or before 
Feb. 2, 1956, with a motto inscribed, and should be accom- 
panied by a sealed envelope bearing the same motto on the 
outside and the sender’s name and address within. Manuscripts 
must be typewritten, double-spaced on standard typewriter paper, 
and should not exceed 10,000 words. 


SOUTH CAROLINA 

Anniversary Issue.—The Journal of the South Carolina Medical 
Association for June is the 50th anniversary number. In addition 
to articles on medical progress in various fields, it contains a 
history of medical journalism in South Carolina by Dr. Joseph I. 
Waring, Charleston. 


SOUTH DAKOTA 

State Medical Election.—Newly elected officers of the South 
Dakota State Medical Association include: Dr. F. Daniels 
Gillis Sr., Mitchell, president; Dr. Alonzo P. Peeke, Volga, 
president-elect; Dr. Michael M. Morrissey, Pierre, vice-president; 
and Dr. Arthur P. Reding, Marion, secretary-treasurer. 
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TENNESSEE 

Society News.—Newly elected officers of the Tennessee Radio- 
logical Society include: Dr. John M. Wilson, Memphis, president; 
Dr. Ben R. Mayes, Nashville, vice-president; and Dr. George K. 
Henshall, Chattanooga, secretary-treasurer. 


Cardiovascular Lectureship——The Memphis Heart Association 
has established an annual cardiovascular lectureship at the 
University of Tennessee College of Medicine, Memphis. The 
guest lecturer, to be paid by the association and selected by 
representatives of the association and the university, will lecture 
in the fall as a part of the teaching program for medical students. 
Members of the staff of John Gaston Hospital and Memphis 
physicians will be invited to attend. The lectureship will pertain 
to the broad field of cardiovascular problems. 


TEXAS 


Portrait of Dr. Cary.—A portrait of the late Dr. Edward H. 
Cary, 85th President of the American Medical Association and 
president and founder of the Southwestern Medical Foundation, 
was recently hung in the conference room of the new permanent 
headquarters of the foundation in the Medical Arts Building, 
Dallas. The portrait by Dmitri Vail was commissioned by The 
Times Herald. 


Fiftieth Anniversary Number.—The July issue of the Texas 
State Journal of Medicine commemorates the 50th anniversary 
of that periodical. It contains an article on medical and surgical 
progress from 1905 to 1955 by Dr. Thomas H. Thomason, Fort 
Worth, and “Medicine in an Industrial Civilization” by Dr. 
Walter B. Martin, Norfolk, Va., immediate past-president of 
the A. M. A. This paper was read by Dr. Martin at the annual 
session of the Texas Medical Association April 25. 


WASHINGTON 


Blood Vessel Bank.—The Washington State Heart Association 
has established a blood vessel bank that will provide blood 
vessels free of charge to physicians. Should a suitable donor 
become available somewhere in the state, information pertinent 
to procurement, preservation, and storage may be obtained by 
contacting Drs. Allan W. Lobb, Dean K. Crystal, or Clyde L. 
Wagner, in Seattle, at 1110 Harvard Ave. (Ca. 3663), or by 
calling the association. Requests for grafts should be directed 
to the same places. 


WEST VIRGINIA 


Society News.—The recently organized West Virginia Pediatric 
Society held its first scientific meeting at the Daniel Boone Hotel, 
Charleston, April 15. Among the out-of-state speakers were Drs. 
Frank Burke, Washington, D. C.; Samuel Livingston, Baltimore; 
and James B. Arey, Philadelphia. Officers of the society are: 
Dr. Thomas G. Potterfield, Charleston, president; Dr. Warren 
D. Leslie, Wheeling, vice-president; and Dr. Helen B. Fraser, 
Charleston, secretary-treasurer. 


Degree in Speech Correction.—The department of speech of 
West Virginia University, Morgantown, has been authorized by 
the graduate school of the university to offer a course of study 
leading to the master of science degree in speech correction and 
audiology. Students holding a baccalaureate degree who do not 
have the undergraduate hours in speech presently required for 
entrance to the master of arts program in speech will be admitted 
to the course. The curriculum established for the achievement 
of the degree includes basic and advanced courses in speech 
correction, pathology, audiology, and psychology, plus super- 
vised clinical experience. Information may be obtained by 
writing the Head, Department of Speech, West Virginia Univer- 
sity, Morgantown. 


ALASKA 

Medical Election.—Newly elected officers of the Alaska Ter- 
ritorial Medical Association include Dr. Milo H. Fritz, Anchor- 
age, president; Dr. Louis A. Salazar, Ketchikan, first vice- 
president; Dr. Hugh B. Fate, Fairbanks, second vice-president; 
and Dr. Robert B. Wilkins, Anchorage, secretary-treasurer. 


J.A.M.A., Aug. 20, 1955 


GENERAL 

New Publication on Criminal Psychodynamics.—Dr. Benjamin 
Karpman of Saint Elizabeths Hospital, Washington 20, D. C., is 
editor of the Archives of Criminal Psychodynamics, a coopera- 
tive enterprise devoted to the encouragement of research in the 
field of criminal behavior. Volume 1 contains the editor’s article, 
“Criminal Psychodynamics: A Platform.” Manuscripts and cor- 
respondence should be addressed to the editor. 


Medical Electronics Sessions.—Two medical electronics sessions 
will be held during the meeting of the West Coast Institute of 
Radio Engineers in San Francisco Aug. 24-26. On Thursday 
a medical and engineering symposium on instrumentation will 
be held at 7:30 p. m. in room 301 at the civic auditorium. 
Participants will include Drs. Sydney F. Thomas, Palo Alto 
(Calif.) Clinic; Herbert N. Hultgren, Stanford University Hos- 
pital, San Francisco; and Tracy Jackson Putnam, Cedars of 
Lebanon Hospital, Los Angeles. There is no registration fee 
for either event. Members of the medical profession are invited. 


Meeting on Physical Medicine—The American Congress of 
Physical Medicine and Rehabilitation will hold its 33rd annual 
scientific and clinical session at the Hotel Statler, Detroit, 
Aug. 28-Sept. 2. The presidential address will be delivered 
Tuesday at 2 p. m. by Dr. William D. Paul, Iowa City, after 
which the following symposium on rehabilitation of injured 
workers will be moderated by Dr. Howard A. Rusk, New York: 

Mobilization Schedule of Common Fractures, C. Leslie Mitchell, Detroit. 

The Amputee in Industry—A Follow-Up Study, Charles Long II, Detroit. 


Testing and Training Work Capacity, Bruce H. Young, Malton, Ontario, 
Canada. 


The Industrial Physician in Rehabilitation, Earle A. Irvin, Detroit. 
Management’s Problems in Placement of Handicapped Workers, Mr. 
Earl R. Bramblett, Detroit. 
Role of the Federal Government in Vocational Rehabilitation, Miss 
Mary Switzer, Washington, D. C. 

Wednesday at 9 a. m. Dr. Jacob Meislin, Montrose, N. Y., will 
moderate a symposium, “Contribution of Psychiatry to Physical 
Medicine and Rehabilitation,” in which the participants will be 
Dr. William Benham Snow, New York, Dr. A. Ray Dawson, 
Richmond, Va.,' and (by invitation) Drs. John C. Nemiah, 
Boston, and Saul H. Fisher, New York. The Wednesday after- 
noon session will be devoted to a symposium on rehabilitation 
centers, including six presentations by invitation. Dr. Ralph E. 
DeForest, Secretary, and Dr. Frederic T. Jung, Assistant Secre- 
tary and Director of Physical Laboratory, A. M. A. Council 
on Physical Medicine and Rehabilitation, Chicago, will serve 
as discussants for papers to be presented during the opening 
general scientific session Tuesday morning. The fifth John 
Stanley Coulter Memorial Lecture is scheduled for Thursday _ 
at 2 p. m. (speaker to be announced). 


Society News.—Newly elected officers of the American Society 
for Pharmacology and Experimental Therapeutics include: Dr. 
Harry Beckman, Milwaukee, president-elect; Dr. Carl C. 
Pfeiffer, Emory University, Ga., secretary; and Dr. James M. 
Dille, Seattle, treasurer.———Officers of the Association of Food 
and Drug Officials of the United States for 1955-1956 include: 
Mr. Eugene H. Holeman, Nashville, Tenn., president; Mr. 
James M. Doughty Jr., Santa Fe, N. Mex., vice-president; and 
Mr. Evan Wright, Topeka, Kan., secretary-treasurer.——The 
Western Industrial Medical Association recently elected the 
following Los Angeles physicians: Packard Thurber Jr., presi- 
dent; Douglas D. McKinnon, vice-president; Edward J. Zaik, 
secretary; and Clarence L. Lloyd, treasurer. Newly elected 
officers of the National Tuberculosis Association include: Mr. 
Edward T. Fagan, Brooklyn, N. Y., president; Dr. Howard W. 
Bosworth, Los Angeles, president-elect; Dr. John D. Steele, 
Milwaukee, and Mr. Peter W. James, Des Moines, vice- 
presidents; Mrs. Morrell De Reign, Caruthersville, Mo., secre- 
tary; and Collier Platt, New York, treasurer. Newly elected 
officers of the American Therapeutic Society include: Dr. Fred 
E. Ball, Chicago, president; Drs. Gerald H. Pratt, New York, 
Robert J. Coffey, Washington, D. C., and L. Clagett Beck, 
Honolulu, Hawaii, first, second, and third vice-presidents re- 
spectively; Dr. Oscar B. Hunter Jr., Washington, D. C., secre- 
tary; and Dr. Joseph A. Davis, Chicago, treasurer. 
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Prevalence of Poliomyelitis—According to the National Office 
of Vital Statistics, the following number of reported cases of 
poliomyelitis occurred in the United States and its territories 
and possessions in the weeks ended as indicated: 


uly 30, 1955 


‘Total $1, 
Paralytie Cases 954, 
Area Type Reported Total 
States 
i 


or 
. 


1 1 
8 2 
12 29 & 
Middle Atlantic States 
East North Central States 
T 11 50 78 
West North Central States 
8 24 36 
South Atlantic States 
3 8 24 
West South Central States 
Mountain — 
No report No report 6 
Pacific States 


FOREIGN 


Poliomyelitis Program in Israel.—According to the Hadassah 
Newsletter, published by the Women’s Zionist Organization of 
America, poliomyelitis, which previously had been negligible, 
in 1950 affected 1,604 children in Israel, paralyzing over 80%. 
This was a rate of 14.5 cases per 10,000 population, whereas the 
average annual incidence in the United States was 2 to 3 cases 
per 10,000 persons. Since 1950 there have been about 800 new 
cases in Israel every summer, an incidence of 5 per 10,000 
(taking into account the increase in population), or twice the 
rate of the United States. Whereas, in America, children of the 
first grades in school are the most affected, in Israel almost all 
the sufferers are infants, 79% of all the afflicted children being 
under 3 years of age and 92% under 5 years. In Jerusalem, 
where a severe outbreak occurred in 1953 (220 cases were 
reported among a population of 150,000), the acute cases are 
cared for in the special isolation station of the Shaare Zedek 
Hospital. Severely handicapped children are admitted as in- 
patients to the Hospital for Crippled Children in Jerusalem. 
The Hebrew University-Hadassah Medical School virus research 
laboratory recently received a research grant from the World 
Health Organization and was named the WHO Regional Polio 
Research Laboratory for the Eastern Mediterranean. 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, 


1955 Clinical Meeting, Boston, Nov. 29-Dee. 2. 
1956 Annual Meeting, Chicago, June 11-15. 
1956 Clinical Meeting, Seattle, Nov. 27-30. 
1957 Annual Meeting, New York, June 3-7. 
AMERICAN MEDICAL ASSOCIATION PuBLIC RELATIONS INSTITUTE, Drake 


Hotel, Chicago, Aug. 31- Sept. 1. Mr. Leo BE. Brown, 535 N. Dearborn 
St., Chicago 10, Director. 


NATIONAL CONFERENCE ON PHYSICIANS AND SCHOOLS, Moraine-on-the-Lake 


Hotel, Highland Park, Ill., Oct. 12-14. Dr. W. W. Bauer, 535 N. Dear- 
born St., Chicago, Director. 


ACADEMY OF PsyCHOSOMATIC MEDICINE, Hotel Plaza, New York, Oct. 6-8. 
Dr. Ethan Allan Brown, 75 Bay State Road, Boston 15, Secretary. 
AMERICAN ACADEMY FOR CEREBRAL Patsy, Claridge Hotel, Memphis, Tenn., 
Oct. 10-12. Dr. Robert A. Knight, 869 Madison Ave., Memphis 3, 

Tenn., Secretary. 

AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY, Palmer 
House, Chicago, Oct. 9-14. Dr. W. L. Benedict, 100 First Avenue Blidg., 
Rochester, Minn., Executive Secretary. 

AMERICAN ACADEMY OF PEDIATRICS, Palmer House, Chicago, Oct. 3-6. 
Dr. E. H. Christopherson, 610 Church St., Evanston, Ill., Executive 
Secretary. 

AMERICAN ASSOCIATION OF MEDICAL Recorp LIBRARIANS, LaSalle Hotel, 
Chicago, Oct. 3-7. Miss Doris Gleason, 510 N. Dearborn St., Chicago 
10, Executive Director. 

AMERICAN ASSOCIATION OF NursING Homes, Hotel Muehlebach, Kansas 
City, Mo., Sept. 19-21. Mr. Ira O. Wallace, P.O. Box 366, New Castle, 
Ky., Secretary. 

AMERICAN ASSOCIATION OF OBSTETRICIANS AND GYNECOLOGISTS, The Home- 
stead, Hot Springs, Va., Sept. 8-10. Dr. Frank R. Lock, Bowman Gray 
School of Medicine, Winston-Salem, N. C., Secretary. 

AMERICAN COLLEGE OF HOSPITAL ADMINISTRATORS, Convention Hall, 
Atlantic City, N. J., Sept. 17-19. Mr. Dean Conley, 620 North Michigan 
Ave., Chicago 11, Executive Director. 

AMERICAN CONGRESS OF PHYSICIAL MEDICINE AND REHABILITATION, Hotel 
Statler, Detroit, Aug. 28-Sept. 2. Dr. Frances Baker, 30 North Michigan 
Ave., Chicago 2, Secretary. 

AMERICAN FRACTURE ASSOCIATION, Hotel Fontainebleau, Miami Beach, 
Fla., Sept. 19-22. Dr. Homer D. Junkin, Paris Hospital, Paris, IIl., 
Secretary. 

AMERICAN HOsPITAL ASSOCIATION, Traymore Hotel, Atlantic City, N. J., 
Sept. 19-22. Dr. Edwin L. Crosby, 18 East Division St., Chicago 10, 
Director. 

AMERICAN MEDICAL WRITERS’ ASSOCIATION, Jefferson Hotel, St. Louis, 
Sept. 30-Oct. 1. Dr. Harold Swanberg, P.O. Drawer 110, Quincy, IIL, 
Secretary. 

AMERICAN PHYSIOLOGICAL SOCIETY FALL MEETING, Tufts College, Medford, 
Mass., Sept. 6-9. Dr. Allan C. Burton, Univ. of Western Ontario, 
London, Ont., Canada, Secretary. 

AMERICAN ROENTGEN Ray Society, Palmer House, Chicago, Sept. 20-23. 
Dr. Barton R. Young, Germantown Hospital, Philadelphia 44, Secretary. 

AMERICAN SOCIETY OF PLASTIC AND RECONSTRUCTIVE SURGERY, Atlantic 
City, N. J., Sept. 25-30. Dr. Kenneth L. Pickrell, Duke Hospital 
Durham, N. C., Secretary. 

ASSOCIATION OF AMERICAN PHYSICIANS AND SURGEONS, Chicago, Oct. 7-8. 
Mr. Harry E. Northam, 185 N. Wabash Ave., Chicago 1, Executive 
Secretary. 

BIOLOGICAL PHOTOGRAPHIC ASSOCIATION, Wisconsin Hotel, Milwaukee, Aug. 
30-Sept. 2. Miss Jane H. Waters, Box 1668, Grand Central P.O., New 
York 17, Executive Secretary. 

CENTRAL ASSOCIATION OF OBSTETRICIANS AND GYNECOLOGISTS, Deshler- 
Hilton Hotel, Columbus, Ohio, Oct. 5-8. Dr. Edwin J. DeCosta, Suite 
602, 116 S. Michigan Ave., Chicago 3, Secretary. 

CLINICAL OrTHOPAEDIC Society, Skirvin Hotel, Oklahoma City, Sept. 30- 
Oct. 1. Dr. Marcus J. Stewart, 869 Madison Ave., Memphis, Tenn., 
Executive Secretary. 

COLLEGE OF AMERICAN PATHOLOGISTS, Drake Hotel, Chicago, Oct. 10. 
Dr. Arthur H. Dearing, 203 N. Wabash Ave., Chicago 1, Executive 
Secretary. 

CoLtorapo State Mepicat Society, Shirley-Savoy Hotel, Denver, Sept. 
20-23. Mr. Harvey T. Sethman, 835 Republic Bldg., Denver 2, Execu- 
tive Secretary. 

District OF COLUMBIA, MEDICAL SOCIETY OF THE, Hotel Statler, Wash- 
ington, D. C., Oct. 10-12. Mr. Theodore Wiprud, 1718 M St., N.W., 
Washington 6. D. C., Executive Director. 

INDUSTRIAL HEALTH CONFERENCE, Shamrock Hotel, Houston, Texas, Sept. 
22-23. Dr. Sidmey Schnur, 411 Medical Arts Bldg., Houston 2, Texas, 
Chairman. 

Kansas City SOUTHWEST CLINICAL Society, Municipal Auditorium, Kansas 
City, Mo., Oct. 3-6. Dr. W. M. Kitchen, 306 E. Twelfth St., Kansas 
City 6e, Mo., Secretary. 

KENTUCKY STATE “AEDICAL AssOcIATION, Louisville, Sept. 27-29. Mr. J. P. 
Sanford, 620 S. Third St., Louisville, Executive Secretary. 

MICHIGAN STATE MepicaL Society, Pantlind Hotel, Grand Rapids, Sept. 
26-30. Dr. L. Fernald Foster, 606 Townsend St., Lansing 5, Secretary. 
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MIDWEST CONFERENCE ON RHEUMATIC Diseases, Henry Ford Hospital, 
Detroit, Oct. 5. Mr. Lewis S. Robinson, 7338 Woodward Ave., Detroit 
2, Secretary. 

MississipPt VALLEY Mepicat Society, Jefferson Hotel, St. Louis, Sept. 
28-30. Dr. Harold Swanberg, 510 Maine St., Quincy, Ill., Secretary. 

MIssiIssipP! VALLEY TRUDEAU Society, Hotel Savery, Des Moines, lowa, 
Oct. 14. Dr. Harold G. Curtis, Sunny Acres, Cuyahoga County Tuber- 
culosis Hospital, Cleveland 22, Chairman, Program Committee. 

MONTANA MEDICAL ASSOCIATION, Baxter Hotel, Bozeman, Sept. 15-18. Mr. 
L. R. Hegland, P.O. Box 1692, Billings, Executive Secretary. 

New ENGLAND HEALTH INsTITUTE, Colby College, Waterville, Me., Aug. 
30-Sept. 1. Dr. Edward W. Colby, City of Portland Health Dept., 
Portland, Me., Chairman. 

New HAMPSHIRE MEepicaL Society, Mt. Washington Hotel, Bretton 
Woods, Sept. 29-Oct. 1. Dr. Warren H. Butterfield, 18 School St., 
Concord, Secretary. 

NortH TEXAS-SOUTHERN OKLAHOMA FALL CLINICAL CONFERENCE, Wichita 
Falls, Tex., Sept. 17. Dr. E. C. Bebb, Broad St., Wichita Falls, Tex., 
Chairman. 

OREGON STATE Mepicat Society, Hotei Heathman, Portland, Sept. 28- 
Oct. 1. Dr. Richard R. Carter, 1020 S.W. Taylor St., Portland §5, 
Secretary. 

AssociaTION, Mexico, D. F., Mexico, Aug. 22-24. 
Dr. Ben A. Newman, 436 N. Roxbury Drive, Beverly Hills, Calif., 

PENNSYLVANIA, MEDICAL SOCIETY OF THE STATE OF, William Penn Hotel, 
Pittsburgh, Sept. 18-23. Dr. Harold B. Gardner, 230 State St., Harris- 
burg, Secretary. 

POSTGRADUATE ASSEMBLY IN ENDOCRINOLOGY AND METABOLISM, Indian- 
apolis, Sept. 26-Oct. 1. Dr. John J. Mahoney, Assistant Dean, Indiana 
University School of Medicine, 1040 W. Michigan St., Indianapolis 7. 

REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 

Jamestown, N. D., Sept. 10. Mr. E. R. Loveland, 4200 Pine Si., Phila- 
delphia 4, Executive Secretary. 

Madison, Wis., Oct. 1§. Dr. Howard Wakefield, 122 S. Michigan 
Ave., Chicago 3, Governor. 

SocieTY OF GENERAL PHYSIOLOGISTS, Marine Biological Laboratory, Woods 
Hole, Mass., Sept. 9-10. Dr. A. M. Shanes, National Institutes of 
Health, Bethesda 14, Md. 

SOUTHWESTERN SURGICAL CONGRESS, Muehlebach Hotel, Kansas City, Mo., 
Sept. 5-7. Dr. C. M. O'Leary, 207 Plaza Court Bldg., Oklahoma City, 
Secretary. 

TENNESSEE VALLEY MEDICAL ASSEMBLY, Read House, Chattanooga, Tenn., 
Oct. 3-4. Dr. Harry E. Jones, 109 Medical Arts Bldg., Chattanooga 2, 
Tenn., Secretary. 

U. S. CHAPTER, INTERNATIONAL COLLEGE OF SURGEONS, Convention Hall, 
Philadelphia, Sept. 12-15. Dr. Karl Meyer, 1516 Lake Shore Drive, 
Chicago 10, Secretary. 

Uran STATE Mepicat ASssociaTiIon, Union Bldg., Salt Lake City, Sept. 
8-10. Mr. H. Bowman, 42 S. Fifth East St., Salt Lake City 2, Execu- 
tive Secretary. 

VERMONT STATE MEDICAL Society, Mt. Washington Hotel, Bretton Woods, 
N. H., Sept. 29-Oct. 1. Dr. James P. Hammond, 337 South St., Ben- 
nington, Secretary. 

WASHINGTON STATE MEDICAL ASSOCIATION, Olympic Hotel, Seattle, Sept. 
11-14. Dr. Frederick A. Tucker, 1309 Seventh Ave., Seartle 1, Secretary. 

WESTERN ASSOCIATION OF RAILWAY SURGEONS, Las Vegas, Nev., Sept. 
22-24. Dr. Leo L. Stanley, 1322 Fifth Ave., San Rafael, Calif., Sec- 
retary. 


FOREIGN AND INTERNATIONAL 

AUSTRALASIAN MEDICAL ConGress, Sydney, N.S.W., Australia, Aug. 20-27. 
For information write: Federal Council of the B.M.A. in Australia, 135 
Macquaire St., Syndey, N.S.W., Australia. 

CANADIAN SOCIETY FOR THE STUDY OF FERTILITY, Royal York Hotel, 
Toronto, Ont., Canada, Oct. 6-8. Dr. Earl R. Piunkett, 469 Waterloo St., 
London, Ont., Canada, Secretary. 

CONGRESS OF INTERNATIONAL ASSOCIATION OF LIMNOLOGY, Helsinki, Fin- 
land, July 26-Aug. 7, 1956. For information address: Dr. H. Luther, 
Snellmansgatan 16 C 36, Helsinki, Finland. 

CONGRESS OF INTERNATIONAL SOCIETY FOR RESEARCH ON ANESTHESIA, Miami 
Beach, Fla., U.S.A., Mar. 12-15, 1956. For information write: Dr. R. J. 
Whitacre, 13951 Terrace Road, Cleveland 12, Ohio, U. S. A. 

CONGRESS OF INTERNATIONAL UNION OF RAILWAY MEDICAL SERVICES, 
Dubrovnik, Yugoslavia, Sept. 19-24. Dr. Jovanovic, Head Office, Yugo- 
slav Railway, Belgrade, Yugoslavia, President. 

CONGRESS OF INTERNATIONAL UNION AGAINST VENEREAL DISEASES, Naples, 
Italy, Sept. 25-28. For information address: Prof. Monacelli, University 
of Naples, Dept. of Dermatology, Naples, Italy. 

INTERNATIONAL ACADEMY OF LEGAL AND SociaL MEDICINE, Plenary Con- 
ference, Genoa, Italy, Oct. 13-17. Prof. Domenico Macaggi, Institut de 
Medicine legale, Universite de Genes, Genes, Italy, President. 

INTERNATIONAL CONFERENCE OF MEDICAL LIBRARIANS AND REFERENCE 
LIBRARIANS, University Hall, Brussels, Belgium, Sept. 10. For informa- 
tion address: Miss Ch. de Looze, Librarian % Oeuvre Nationale Belge 
de Defense contra la Tuberculose, 56, rue de la Concorde, Brussels, 
Belgium. 

INTERNATIONAL CONGRESS OF ALLERGOLOGY, Rio de Janeiro, Brazil, S. A., 
Nov. 6-13. Dr. Bernard N. Halpern, 197 boulevard St. Germain, Paris 
7*, France, Secretary General. 

INTERNATIONAL CONGRESS OF ANGIOLOGY AND HISTOPATHOLOGY, Fribourg, 
Switzerland, Sept. 2-5. For information write: Dr. Gerson, 4 rue Pasquier, 

_ Paris 8°, France. 
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INTERNATIONAL CONGRESS OF CRIMINOLOGY, London, England, Sept. 11-18. 
For information write: Dr. Carroll, 28 Weymouth St., London, W.1, 
England. 

INTERNATIONAL CONGRESS OF EUROPEAN SOCIETY OP HAEMATOLOGY, Freiburg 
i,Br., Germany, Sept. 20-24. Prof. Dr. L. Heilmeyer, Hugstetter Strasse 
55, Freiburg i,Br., Germany, Chairman. 

INTERNATIONAL CONGRESS OF INTERNATIONAL COLLEGE OP SURGEONS, Buenos 
Aires, Argentina, S. A., Nov. 19-24, 1956. Dr. Max Thorek, 1516 Lake 
Shore Drive, Chicago, Illinois, U. S. A., Secretary-General. 

INTERNATIONAL CONGRESS OF INTERNATIONAL SOCIETY OF BRONCHOESOPHA- 
GOLOGY, Buenos Aires, Argentina, S. A., Oct. 28-29. Dr. Juan Carlos 
Arauz, Cangallo 4015, Buenos Aires, Argentina, S. A., Secretary General. 

INTERNATIONAL CONGRESS OF LIBRARIANSHIP AND DOCUMENTATION, Brussels, 
Belgium, Sept. 11-18. For information write: Dr. A. C. Breycha-Vauthier, 
Librarian, United Nations, Geneva, Switzerland. 

INTERNATIONAL CONGRESS OF MEDICAL PROFESSIONAL JURISDICTION, MEDt- 
CAL ETHICS, AND COMPARATIVE MEDICAL Law, Paris, France, Sept. 30- 
Oct. 3. Dr. J. R. DeBray, Conseil National de L’Ordre des Medécins, 
60, Boulevard Latour-Maubourg, Paris 7e, France, Secretary General. 

INTERNATIONAL CONGRESS OF MILITARY MEDICINE AND PHARMACY, Istanbul, 
Turkey, Aug. 28-Sept. 1. Dr. J. Voncken, International Committee of 
Military Medicine and Pharmacy, 79 rue Saint Laurent, Liege, Belgium, 
Secretary-General. 

INTERNATIONAL CONGRESS OF NEO-HIPPOCRATIC MEDICINE, Montecatini, 
Terme, Italy, May 20-22, 1956. Prof. P. Delore, 13 rue Jarente, Lyon, 
France, Secretary-General. 

INTERNATIONAL CONGRESS OF NEUROPATHOLOGY, London, England, Sept. 
12-17. Dr. W. H. McMenemey, Maida Vale Hospital for Nervous Dis- 
eases, London, W.9, England, Secretary. 

INTERNATIONAL CONGRESS OF PAEDIATRICS, Copenhagen, Denmark, July 22- 
27, 1956. Professor P, Plum, Rigshospitalet, Copenhagen, Denmark, 
President. 

INTERNATIONAL CONGRESS OF PHYSICAL MEDICINE, Copenhagen, Denmark, 
August 20-24, 1956. Dr. B. Strandberg, Kobenhavns amts sygehus i 
Gentofte, Dept. of Rheumatology and Physical Medicine, Hellerup, 
Denmark, Honorable Secretary. 

INTERNATIONAL CONGRESS OF RADIOLOGY, Mexico, D. F., Mexico, July 22- 
28, 1956. Dr. Jose Noriega, Tepic 126 (2e piso), Mexico, D. F. 7, 
Mexico, Secretary General. 

INTERNATIONAL CONGRESS ON URINARY LiTHIASIS, Evian, France, Sept. 2-4. 
Mr. Rossollin-Grandville, Direction Cachet, Evian (Hte-Savoie), France, 
Secretary General. 

INTERNATIONAL CONGRESS OF WORLD CONFEDERATION FOR PHYSICAL 
THERAPY, New York, New York, U. S. A., June 17-23, 1956. For infor- 
mation address: Miss Mildred Elson, American Physical Therapy Asso- 
ciation, 1790 Broadway, New York 19, New York, U. S. A. 

INTERNATIONAL GENERAL MEDICAL CONGRESS, University of Rosario Med- 
ical College, Rosario, Argentina, S. A., Nov. 7-12. Dean Jose Imhoff, 
Santa Fé 3100, Rosario, Argentina, S. A., Chairman. 

INTERNATIONAL MEDICAL CONGRESS, Verona, Italy, Sept. 1-4. For informa- 
tion write: c/o Offices of the International Verona Fair, Piazza Bra., 
Verona, Italy. 

INTERNATIONAL OFFICE OF DOCUMENTATION OF MILITARY MEDICINB, Istan- 
bul, Turkey, Aug. 28-Sept. 1. Dr. J. Voncken, 79 rue Saint Laurent, 
Liege, Belgium, Secretary-General. 

INTERNATIONAL PHYSIOLOGICAL CONGRESS, Brussels, Belgium, July 29- 
Aug. 5, 1956. For information address: Prof. J. Reuse, Faculte de 
Medicine et de Pharmacie, 115 Boulevard de Waterloo, Brussels, 
Belgium. 

INTERNATIONAL SOCIETY FOR THE STUDY OF BIOLOGICAL RHYTHMS, Stock- 
holm, Sweden, Sept. 15-17. For information write: Prof. Ture Petrén, 
Karolinska Institutet, Stvckholm 60, Sweden. 

INTERNATIONAL VITAMIN E CONGRESS, Cini Foundation, Island of San 
Giorgio Maggiore, Venice, Italy, Sept. 5-8. Prof. Emilio Raverdino, 
via Pietro Verri 4, Milano, Italy, Secretary. 

NEURORADIOLOGIC SYMPOSIUM, London, England, Sept. 13-17. Dr. R. D. 
Hoare, National Hospital, Queen Square, London, W.C.1, England, 
Secretary. 

PaN AMERICAN CONGRESS OF INTERNATIONAL COLLEGE OF SURGEONS, Men- 
doza City, Argentina, S. A., Oct. 22-26. For information address: 
Secretary, Caseros Av. 2154, Buenos Aires, Argentina, S. A. 

PAN AMERICAN CONGRESS OF OPHTHALMOLOGY, Santiago, Chile, S. A., Jan. 
9-14, 1956. Dr. Rene Contardo, Huerfanos 930, Of. 74, Santiago, Chile, 
Secretary General. 

PAN AMERICAN MEDICAL SOCIAL CONVENTION, Bogota, Colombia, S. A., 
Oct. 15-22. Dr. Leopoldo E. Araujo, Avenida de los Presidentes Num. 
506, Apartado 2589, La Habana, Cuba, Secretary. 

PAN AMERICAN MEDICAL WOMEN’S ALLIANCE, Santiago, Chile, March 6-13, 
1956. For information address: Dr. Eva Cutright, 458 Beall Ave., 
Wooster, Ohio, U. S. A. 

VENEZUELAN CONGRESS OF MEDICAL ScIENCES, Caracas, Venezuela, S. A., 
Nov. 18-26. Dr. A. L. Briceno Rossi, Apartado 4412, Ofic. del Este, 
Caracas, Venezuela, S. A., Secretary General. 

WORLD CONGRESS OF ANESTHESIOLOGISTS, Scheveningen, Netherlands, Sept. 
5-10. For information write: Mr. W. A. Fentener van Vlissingen, Noord- 
Houdringelaan, 24, Bilthoven, Netherlands. 

WoRLD CONGRESS ON FERTILITY AND STERILITY, Naples, Italy, May 18-26, 
1956. For information address: Prof. G. Tesauro, S. Andrea della Dame, 
19, Naples, Italy. 

WoRLD MEDICAL AssociaTION, Vienna, Austria, Sept. 20-26. Dr. Louis H. 
Bauer, 345 East 46th St., New York 17, N. Y., U. S. A., Secretary 
General. 
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EXAMINATIONS 
AND LICENSURE 


NATIONAL BOARD OF MEDICAL EXAMINERS 


NATIONAL BoarD oF MEDICAL EXAMINERS: Part I, Sept. 6-7. Candidates 
may file applications at any time, but the National Board must receive 
them at least six weeks before the date of the examination. New candi- 
dates should apply by formal registration; registered candidates should 
notify the board by letter and forward their fees. Exec. Sec., Dr. John 
B. Hubbard, 133 South 36th St., Philadelphia 4. 


EXAMINING BOARDS IN SPECIALTIES 


AMERICAN BOARD OF ANESTHESIOLOGY: Oral. New York City, Oct. 23-27. 
Written. Various locations in United States and Canada, July 20, 1956, 
Final date for filing application is Jan, 20. Sec., Dr. Curtiss B. Hickcox, 
80 Seymour St., Hartford 15. 


AMERICAN BOARD OF DERMATOLOGY AND SYPHILOLOGY: Oral. Washington, 
D. C., Oct. 14-16, Final date for filing application was March 15. Sec., 
Dr. B. M. Kesten, One Haven Ave., New York 32, N. Y. 


AMERICAN BOARD OF INTERNAL MEDICINE: Oral. Portland, Ore., Sept. 14-16; 
Chicago, Nov. 30-Dec. 1. Subspecialties. Cardiovascular Disease, Chicago, 
Nov. 30. The closing date for acceptance of applications for gastro- 
enterology was Feb. 1, and for cardiovascular disease the closing date 
was June 1. Exec. Sec., Dr. William A. Werrell, 1 West Main St., Madi- 
son 3, Wis. 


AMERICAN BOARD OF NEUROLOGICAL SURGERY: Oral. New Haven, November. 
Oral examinations given in Spring and Fall. Final date for filing appli- 
cation for the Spring examination is October 1; for the Fall examina- 
tion April 1. Sec., Dr. Leonard T. Furlow, Washington University School 
of Medicine, St. Louis 10. 


AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Written Examination 
and submission of Case Reports. Part I. Various locations in United 
States and Canada, Feb. 3, 1956. Final date for filing application is 
Oct. 1. Oral and Pathological Examinations. Part Il. Chicago, May 
11-20, 1956. Dr. Robert L. Faulkner, 2105 Adelbert Road, Cleveland 6. 


AMERICAN BOARD OF OPHTHALMOLOGY: Practical Examination, Chicago, 
Oct, 3-7. Final date for filing application for 1955 practical examination 
was July 1, 1954. Written. January, 1956. Final date for filing applica- 
tion was July 1. Practical Examination, St. Louis, Oct. 20-25, Sec., Dr. 
Merrill J. King, Box 236, Cape Cottage Branch, Portland 9, Maine. 


AMERICAN BOARD OF ORTHOPAEDIC SURGERY: Final date for filing appli- 
cation for the Part II examination to be given in January 1956 is 
Aug 15. Sec., Dr. Harold A. Sofield, 116 South Michigan Ave., Chi- 
cago 3. 


AMERICAN BOARD OF OTOLARYNGOLOGY: Oral. Chicago, Oct. 3-7. Final date 
for filing application is April. Sec., Dr. Dean M. Lierle, University 
Hospitals, lowa City. 


AMERICAN BOARD OF PATHOLOGY: Written and Practical. Chicago, Oct. 
6-8. Sec., Dr. William B. Wartman, 303 E. Chicago Ave., Chicago. 


AMERICAN BoArD OF PEDIATRICS: Oral. Chicago, Oct. 7-9; and Washington, 
D. C., Dec. 2-4. Admin. Sec., Mrs. John McK. Mitchell, 6 Cushman 
Road, Rosemont, Pa. 


AMERICAN BOARD OF PHYSICAL MEDICINE AND REHABILITATION, Parts J] 
and II, Chicago, June 16-17. Sec., Dr. Earl C, Elkins, 200 First St., 
S. W., Rochester, Minn. 


AMERICAN BOARD OF PLASTIC SURGERY: Oral and Written. Philadelphia, 
Sept. 22-24. Corres. Sec., Miss Estelle E. Hillerich, 4647 Pershing Ave., 
St. Louis 8. 


AMERICAN BOARD OF PREVENTIVE MEDICINE: Certification in Public Health. 
Kansas City, Mo., Nov. 10-12. Sec.-Treas., Dr. Ernest L. Stebbins, 615 
N. Wolfe St., Baltimore 5. 


AMERICAN BOARD OF ProcToLoGy: Part IJ, Philadelphia, Sept. 17. See., 
Dr. Stuart T. Ross, 131 Fulton Ave., Hempstead, N. Y. 


AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY: San Francisco, Oct. 
17-18; New York City, December, Philadelphia, April 16-18, 1956. Sec., 
Dr. David A, Boyd, 102-110 Second Ave. S.W., Rochester, Minn. 


AMERICAN BOARD OF RADIOLOGY: Chicago, Dec. 4, Final date for filing 
applications for the fall examination was July 1. Candidates who will 
complete their training by Dec. 31 will be eligible to appear for this 
examination. Sec., Dr. B. R. Kirklin, Kahler Hotel Bldg., Rochester, 
Minn. 

AMERICAN BOARD OF SurGERY: Part I. Centers throughout the United 
States, in Europe and in the Far East, Oct. 26 and March 28. Closing 
date for the October examination was July 1 and for the March exami- 
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nation is December 1. Fart 11. Buffalo, Sept. 26-27; Chicago, Oct. 27-28; 
New York City, Nov. 14-15; St. Louis, Dec. 12-13; New Orleans, Jan. 
16-17; Los Angeles, Feb. 13-14; San Francisco, Feb. 16-17; Durham, 
Mar. 12-13; Boston, May 14-15 and Philadelphia, June 4-5. Sec., Dr. 
John B. Flick, 255 S. Fifteenth St., Philadelphia 2. 


THE BoarD OF THORACIC SuRGERY: Written. Various Centers, Sept. 9. Final 


date for filing applications was July 1. Sec., Dr. Wm. M. Tuttle, 1151 
Taylor Ave., Detroit 2. 


MAGAZINE-TELEVISION REPORT 


The following list of current medical articles in mass-circula- 
tion magazines and forthcoming network television programs on 
medical subjects is published each week only for the informa- 
tion of readers of THE JOURNAL. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported, 


TELEVISION 
Tuesday, Aug. 23 
CBS-TV, 10:30 p. m. EDT. “The Search” presents a pro- 
gram filmed at Tulane University entitled “New Hope for 
the Mentally Ill.” 


Wednesday, Aug. 24 


NBC-TV, 10 a. m. EDT. “Home’s” report on “Medicine 
and Health” with Howard Whitman. 


MAGAZINES 
Parade, Aug. 21, 1955 


“A Bandage You Spray On” 


Hospitals now use a liquid plastic bandage that is sprayed 
on from a can, 


Coronet, September, 1955 
“Chemistry Is Curing Sterile Men,” by Selwyn James 
“Thanks to a new and effective treatment for male sterility 
developed by research doctors (Oreton—a synthetic version 
of testosterone propionate) many of the two million invol- 
untarily childless husbands are offered an excellent chance 
of becoming parents. . . . Discarded years ago as worth- 
less in the treatment of sterility problems, testosterone today 
is becoming a major tool because of its strange, delayed 
reaction when given in controlled dosages to sterility cases 
that previously have failed to respond to other therapies.” 


Family Circle, September, 1955 
“The Low Days Are Looking Up,” by Harold Mehling 
A doctor at New York Medical College “evolved a care- 
fully balanced formula that combined the most effective 
drugs that had been used against each of premenstrual ten- 
sion’s emotional and physical symptoms. For convenience 
it was put into the form of a coated tablet.” After further 
investigations and tests, during which the doctor found im- 
provement among 9 out of 10 of his patients, he submitted 
his findings to a research laboratory. Here a tablet was 
developed that now is available nationally in pharmacies. 


Better Living, September, 1955 
“Can Allergy Be Prevented,” by Dr. Bret Ratner 
A New York Medical College professor gives detailed in- 
formation on allergy. He concludes: “As allergy research 
moves ahead, the chances are excellent that we will not only 
learn more about preventing and treating allergic ills but 
also acquire new insight into how our bodies may be helped 
to battle more successfully against a number of other ever- 
present threats, from rheumatism to the common cold.” 


“A Good Life for Tommy,” vy Genevieve Catalonotto as told 
to Ann Eliasberg 


A mother tells of problems encountered in raising a Mon- 
golian child. 
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DEATHS 


Jack, Horace Wesley ® Camden, N. J.; born in Collingswood, 
N. J., Feb. 6, 1894; Hahnemann Medical College and Hospital, 
Philadelphia, 1917; specialist certified by the American Board 
of Surgery; served in France during World War I; fellow of the 
American College of Surgeons and the International College of 
Surgeons; member of the Philadelphia Academy of Surgery, 
College of Physicians of Philadelphia, and the Society of Sur- 
geons of New Jersey; past-president of the Camden County 
Medical Society and the West Jersey Medical Society; chairman 
of the cancer control committee of the Medical Society of New 
Jersey; vice-chairman of the medical advisory committee of New 
Jersey Division of the American Cancer Society; member and 
formerly chairman of the executive committee of the Camden 
County Cancer Society; on the staff of the West Jersey Hospital; 
consulting surgeon, Camden County General Hospital in Lake- 
land; died in the Graduate Hospital, Philadelphia, June 20, aged 
61, of hemorrhage from esophageal varices and cirrhosis of the 
liver. 


Cheney, Garnett ® San Francisco; born in San Francisco 
May 31, 1899; Harvard Medical School, Boston, 1923; clinical 
professor of medicine at the Stanford University School of 
Medicine; past-president and since 1953 on the economics 
committee of the San Francisco County Medical Society, serving 
on its council from 1951 to 1953; charter member of the 
California Society of Internal Medicine; specialist certified by 
the American Board of Internal Medicine; member of the 
American Gastroenterological Association; fellow of the Ameri- 
can College of Physicians; served during World Wars I and II; 
on the staffs of St. Joseph’s and Children’s hospitals; consultant 
at the Letterman Army Hospital and Veterans Administration 
Hospital; died June 16, aged 56, of carcinoma of the ascending 
colon. 


Reed, Dudley Billings, Oberlin, Ohio; born in Medina, Ohio, 
1878; Columbia University College of Physicians and Surgeons, 
New York City, 1908; health and physical education supervisor 
and teacher in the Asheville (N. C.) School from 1908 to 1910 
and at the University of Rochester (N. Y.) in 1910-1911; joined 
the faculty of the University of Chicago School of Medicine in 
1911 as assistant professor of physical culture, in 1913 became 
associate professor, and in 1927 professor of hygiene in the 
department of medicine and director of the student health 
department, from which positions he retired Sept. 30, 1945, and 
became professor of hygiene emeritus; on the board of governors 
of the Allen Hospital; died in Wentworth, N. H., June 29, aged 
76, of coronary disease. 


Haggart, William Waugh © Denver; born in Durango, Colo., 
Sept. 3, 1897; Harvard Medical School, Boston, 1922; formerly 
on the faculty of the University of Colorado School of Medicine; 
certified by the National Board of Medical Examiners; member 
of the founders group of the American Board of Surgery; 
fellow of the American College of Surgeons; past-president of 
the Denver County Medical Society; formerly member of the 
board of directors of the National Society for the Control of 
Cancer; member of the medical staffs of St. Luke’s and Chil- 
dren’s hospitals; a visiting surgeon at Denver General Hospital; 
died in St. Luke’s Hospital June 8, aged 57, of coronary throm- 
bosis and arteriosclerosis. 


Henry, M. Joseph ® Louisville, Ky.; born in Louisville June 18, 
1889; University of Louisville Medical Department, 1912; mem- 
ber of the founders group of the American Board of Surgery; 
past-president of the Jefferson County Medical Society; member 
of the Southern Surgical Association; on the board of governors 
of the American College of Surgeons; served during World War 
I; at one time a fellow in surgery at the Mayo Clinic in Roch- 
ester, Minn.; served as chairman of the city-county board of 
health; for many years on the staff of St. Joseph’s Infirmary, 
where he died June 3, aged 65, of a heart attack. 


@ Indicates Member of the American Medical Association. 


Achilles, William Edward ® Geneva, N. Y.; University of 
Buffalo (N. Y.) School of Medicine, 1919; specialist certified by 
the American Board of Radiology; member of the Radiological 
Society of North America and the American College of Radi- 
ology; interned at the Arnot-Ogden Memorial Hospital in 
Elmira; on the staffs of the Willard (N. Y.) State Hospital, 
Seneca Falls (N. Y.) Hospital, and the Geneva General Hospital; 
died May 28, aged 60, of coronary thrombosis. 


Anders, Joseph Wesley ® Philadelphia; University of Pennsyl- 
vania Department of Medicine, Philadelphia, 1890; an associate 
member of the American Medical Association; specialist certified 
by the American Board of Otolaryngology; served on the 
medical boards during World War I and the Spanish-American 
War; formerly on the faculty of the Temple University School 
of Medicine; on the staff of the Temple University Hospital; 
died June 17, aged 89. 


Ball, John Maurice ® Cincinnati; Eclectic Medical College, 
Cincinnati, 1926; member of the American Academy of General 
Practice; served during World War I; died July 2, aged 56, of 
acute myocardial infarction. 


Behymer, Harry William ® Springfield, Ohio; Eclectic Medical 
Institute, Cincinnati, 1895; died in the Masonic Home June 21, 
aged 81, of cerebral hemorrhage and arteriosclerosis. 


Bell, Warren Watson ® Vaughn, Wash.; Vanderbilt University 
School of Medicine, Nashville, Tenn., 1917; specialist certified 
by the American Board of Obstetrics and Gynecology; member 
of the Pacific Coast Society of Obstetrics and Gynecology; served 
during World War I; for many years on the staff of the Swedish 
Hospital in Seattle, where he died June 14, aged 60, of cerebral 
neoplasm. 


Bott, Franklin Lucas, Lexington, Miss.; Memphis (Tenn.) 
Hospital Medical College, 1899; served as secretary of the 
Holmes County Medical Society; died in the Holmes County 
Community Hospital July 7, aged 83. 


Bradshaw, Thomas Gavin ® Wilson, N. C.; Medical College of 
Virginia, Richmond, 1909; died April 11, aged 72, of cerebral 
hemorrhage. 


Carlisle, Glenn Myron, Kansas City, Mo.; Marion-Sims College 
of Medicine, St. Louis, 1901; veteran of the Spanish-American 
War: died in the Veterans Administration Hospital June 21, aged 
83, of bronchopneumonia, uremia, and arteriosclerosis. 


Clymer, V. Dale, Alexandria, Va.; College of Medical Evan- 
gelists, Loma Linda-Los Angeles, 1950; interned at the Washing- 
ton Sanitarium and Hospital in Washington, D. C.; resident in 
pathology at the Youngstown (Ohio) Hospital; died June 24, 
aged 29, of coronary occlusion. 


Cummings, Royal Edwin © Brooklyn, N. Y.; University of 
Nashville (Tenn.) Medical Department, 1903; on the staff of the 
Lutheran Hospital; died May 7, aged 73, of cancer. 


Davis, James Wagner @ Statesville, N. C.; University of Penn- 
sylvania School of Medicine, Philadelphia, 1913; fellow of the 
American College of Surgeons; at one time vice-president of 
the Medical Society of the State of North Carolina; served during 
World War I; founder and chief surgeon of Davis Hospital; died 
May 31, aged 68. 


Edwards, Daniel B. ® Tyler, Ala.; Medical Department of the 
University of Alabama, Mobile, 1898; died June 28, aged 85, 
of congestive heart disease and arteriosclerosis. 


Griffin, William Ray ® Asheville, N. C.; Jefferson Medical 
College of Philadelphia, 1910; specialist certified by the Ameri- 
can Board of Psychiatry and Neurology; member of the Southern 
Psychiatric Association and the American Psychiatric Associ- 
ation; past-president of the Buncombe County Medical Society; 
fellow of the American College of Physicians; owner of Appa- 
lachian Hall, where he died June 4, aged 73, of cerebral hemor- 
rhage and arteriosclerosis. 
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Henderson, Okey Carl ® Dayton, Ohio; Ohio State University 
College of Medicine, Columbus, 1917; served during World 
War I; died in the Miami Valley Hospital May 16, aged 65. 


Henry, Zadok Purnell, Berlin, Md.; College of Physicians and 
Surgeons, Baltimore, 1902; one of the founders, president for 
many years, and on the board of directors of the Exchange and 
Savings Bank and the Building and Loan Association of Berlin; 
died May 16, aged 87, of chronic myocarditis. 


Hervey, James Archer, West Allis, Wis.; Drake University 
College of Medicine, Des Moines, 1906; died June 23, aged 85, 
of arteriosclerosis. 


Hewitt, Robert Smith ® Lincoln Park, Mich.; Wayne University 
College of Medicine, Detroit, 1927; served during World War 
II; on the staffs of the Wyandotte General, Children’s, and 
Delray General! hospitals in Detroit; died in the Harper Hospital, 
Detroit, May 17, aged 54, of dissecting abdominal aortic 
aneurysm. 


Hyer, Irving Goodrich # Clarendon, Pa.; University of Wooster 
Medical Department, Cleveland, 1901; for many years on the 
staff of the Warren (Pa.) General Hospital; died in Warren 
May 14, aged 80, of carcinoma of the bladder. 


Joldersma, Ruelof Duiker ® Commander, U. S. Navy, retired, 
Berkeley, Calif.; University of Michigan Department of Medi- 
cine and Surgery, Ann Arbor, 1912; entered the U. S. Navy in 
1917 and retired June 30, 1938; recalled to active duty in 
November, 1940; promoted to commander in January, 1942; 
released to inactive duty in April, 1945; fellow of the American 
College of Surgeons; for a long time on the staff of the Herrick 
Memorial Hospital; died in Oakland June 22, aged 69, of 
subphrenic abscess. 


Kessler, William Frederic ® Howell, Mich.; Jefferson Medical 
College of Philadelphia, 1934; member of the American Trudeau 
Society; on the staff of the Michigan State Sanatorium; formerly 
practiced in Brooklyn, where he was on the staffs of the Metho- 
dist and Brooklyn Thoracic hospitals; died in the University 
Hospital, Ann Arbor, April 30, aged 48, of congestive heart 
disease. 

Khamis, Joseph Abraham, Chicago; Chicago College of Medi- 
cine and Surgery, 1910; died July 2, aged 77. 


Ladd, Louis Williams, Cleveland Heights, Ohio; Johns Hopkins 
University School of Medicine, Baltimore, 1899; member of 
the Cleveland Academy of Medicine; at one time on the faculty 
of Western Reserve University School of Medicine in Cleveland, 
where he served on the staff of the Lakeside Hospital, University 
Hospitals, and St. Vincent Charity Hospital; died June 28, 
aged 82. 


Lane, Edward Huntington ® Los Angeles; the Hahnemann 
Medical College and Hospital, Chicago, 1898; died in the Holly- 
wood Presbyterian Hospital June 27, aged 80, of myocardial 
infarction. 


Lee, Albert E., Ilimo, Mo.; University of Arkansas School of 
Medicine, Little Rock, 1933; member of the Missouri State 
Medical Association; served during World War II; died June 3, 
aged 49, 


Long, John Franklin, Harrison City, Pa.; Western Pennsylvania 
Medical College, Pittsburgh, 1894; died March 13, aged 93, of 
arteriosclerosis. 


Lutz, William Miller @ Short Hills, N. J.; Jefferson Medical 
College of Philadelphia, 1936; member of the American Society 
of Anesthesiologists; chief anesthetist at Orange (N. J.) Memorial 
Hospital; died July 7, aged 44, of coronary heart disease. 


Lynch, Robert Joseph © Bridgeport, Conn.; Bellevue Hospital 
Medical College, New York City, 1897; past-president of the 
board of health commissioners; died in the Bridgeport Hospital 
July 7, aged 82, of acute coronary thrombosis. 


Mills, Frederick Hubbell ® Lieutenant Colonel, U. S. Army, 
retired, Upper Darby, Pa.; Jefferson Medical College of Phila- 
delphia, 1894; entered the regular Army in 1917; retired Sept. 
30, 1932; served during World War II; died in the Veterans 
Administration Hospital, Philadelphia, June 2, aged 86, of 
arteriosclerotic heart disease. 
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Morris, Joseph Algernon, Franklinton, N. C.; University of 
Nashville (Tenn.) Medical Department, 1890; member of the 
Medical Society of the State of North Carolina; at one time 
health officer of Granville County; past-president and vice- 
president of the North Carolina Public Health Association; died 
in the Granville Hospital, Oxford, April 22, aged 81. 


Mullins, William Leo ® Pittsburgh; National University of 
Ireland, 1923; assistant professor of medicine at the University 
of Pittsburgh School of Medicine; member of the board of 
trustees of St. Vincent’s College in Latrobe; on the staff of the 
Mercy Hospital; died May 8, aged 56. of coronary occlusion. 


O'Farrell, Gerald D., Philadelphia; University of Pennsylvania 
Department of Medicine, Philadelphia, 1894; died June 21, 
aged 84, of a heart attack. 


Paull, Frank Osborn ® Marquette, Mich.; University of Michigan 
Department of Medicine and Surgery, Ann Arbor, 1909; an 
associate member of the American Medical Association; on the 
staff of St. Luke’s Hospital; died July 2, aged 71, of malignancy 
of the colon. 


Root, Joseph Lewry Hl ® Santa Ana, Calif.; born in Pluto, Pa., 
July 24, 1908; New York Medical College, Flower and Fifth 
Avenue Hospitals, New York City, 1949; certified by the Na- 
tional Board of Medical Examiners; on the staff of the Orange 
(Calif.) County General Hospital, where he interned, and later 
served as assistant director of the tuberculosis pavilion; on the 
staffs of the Santa Ana (Calif.) Community Hospital, Hoag 
Memorial Hospital-Presbyterian in Newport Beach, and St. 
Joseph Hospital in Orange, where he died June 13, aged 47. 


Rothwell, Herbert Thomas ® Kahuku, Hawaii; University of 
Colorado School of Medicine, Denver, 1926; at one time an 
officer in the U. S. Navy; fellow of the American College of 
Surgeons; member of the Industrial Medical Association; died | 
April 14, aged 53, of hemorrhage due to laceration of the scalp. 


Skarperud, Arthur M. ® Aberdeen, Wash.; University of Illinois 
College of Medicine, Chicago, 1924; served during World War I; 
past-president of the Grays Harbor County Medical Society; on 
the staff of St. Joseph Hospital; died June 20, aged 60, of injuries 
received in a tractor accident. 


Slater, Harvey Maurice, Menlo Park, Calif.; Johns Hopkins 
University School of Medicine, Baltimore, 1915; died June 29, 
aged 69, of coronary occlusion. 


Sparks, Clara Ellita Pratt, Gustine, Calif.; Cooper Medical 
College, San Francisco, 1907; died June 25, aged 74, of heart 
disease. 


Story, Charles Butts ® Bayside, N. Y.; University of the City 
of New York Medical Department, 1890; an associate member 
of the American Medical Association; past-president of the 
Queens Medical Society; formerly health officer of borough of 
Queens; served as chief surgeon and chief of staff of the Flushing 
(N. Y.) Hospital; a director of the First National Bank of Bay- 
side; died in the Eastern Long Island Hospital in Greenpoint 
July 2, aged 91, of cerebral hemorrhage. 


Stubenbord, Jess © Buffalo; University of Buffalo School of 
Medicine, 1937; specialist certified by the American Board of 
Surgery; served during World War II; fellow of the American 
College of Surgeons; on the staff of the Deaconess Hospital, 
where he died May 19, aged 49, of coronary thrombosis. 


Twist, Earl Bancroft, Chatham, N. J.; New York University 
Medical College, New York City, 1898; member of the Medical 
Society of the State of New York; for many years examining 
physician for the Prudential Insurance Company; died in the 
Morristown (N. J.) Memorial Hospital June 1, aged 85, of 
arteriosclerosis and heart disease. 


Wees, Marshall Paul ® La Jolla, Calif.; University of Michigan 
Medical School, Ann Arbor, 1943; interned at St. Mary’s 
Hospital in Saginaw, Mich.; served during World War Il; died 
June 15, aged 49. 


Westly, Gabriel S. ® Manly, lowa; State University of lowa 
College of Medicine, lowa City, 1916; served during World 
War IL; on the staff of St. Joseph’s Mercy Hospital in Mason 
City; died June 3, aged 68, of carcinoma of the rectum. 
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FOREIGN LETTERS 


AUSTRIA 


Ganglion Blocking Agents.—At the meeting of the Austrian 
Society for Gynecology and Obstetrics in May in Velden am 
Worthersee, Dr. R. Riegler of Graz said that there are three 
ways in which the neurosympathetic ganglions can be interrupted 
by blocking agents: (1) suppression of the secretion of acetyl- 
choline, which is the important substance in transmission; (2) 
suppression of the liberated acetylcholine; and (3) permanent 
depolarization of the cellular membrane in the peripheral 
neuron. Knowledge as to whether a ganglion blocking agent acts 
by suppression of acetylcholine or paralyzes the muscles by de- 
polarization is important in connection with the weakening of 
intensification of this effect by substances inhibiting cholines- 
terase. Paralysis can be abolished by agents that block the 
cholinesterase only in patients in whom the blockage is caused 
by suppression, whereas in cases of depolarization the opposite 
effect results. 


Hemorrhagic Diathesis—At the same meeting Dr. E. Deutsch 
of Vienna stated that the differentiation between thrombocytic 
and vascular hemorrhagic diathesis is possible only on the basis 
of the coagulation mechanism that can be determined in the 
laboratory. In acute hemorrhages transfusion with whole blood 
is required. Plasma expanders may be used only if an exact 
diagnosis has been established. In the toxemias of pregnancy 
afibrinogenemia and the clotting caused thereby can be caused 
by a reactive fibrinolysis. Shock may lead to the liberation of 
heparin-like substances. Therapy consists of infusions of 8 to 
10 gm. of purified fibrinogen and the injection of 5 to 10 cc. of 
1% solution of protamine sulfate. 


Eclampsia.—At the same meeting Dr. H. Wimhéfer of Heidel- 
berg said that the frequency of eclampsia in the region of 
Heidelberg was 0.2% between 1940 and 1953 and 78.2% of 
the patients were primiparas. During World War II eclampsia 
decreased, but this decrease was evident before the food supply 
became greatly curtailed. Between 1944 and 1948 eclampsia in- 
creased again, although foods were still in limited supply. This 
seems to indicate that in addition to a nutritional factor a psychic 
factor plays a part in the production of eclampsia. The speaker 
further analyzed and classified late gestoses into essential and 
secondary gestoses caused by and superimposed on other dis- 
orders. In only 35 of 80 women with late gestoses was the sub- 
sequent pregnancy a normal one; 28 had preeclampsia and 14, 
eclampsia. Of the women with eclampsia, 6% had a normal 
blood pressure. This does not contradict the theory of arteriolar 
spasm. The case fatality rate increased with rising oliguria, and 
an increase in the attack rate was likewise accompanied by an 
increase in mortality, but the increase in time between the first 
attack and the delivery did not influence the case fatality rate. 
The speaker stressed the value of a diet that is rich in vitamins 
and in high-grade proteins but has a low sodium chloride con- 
tent. The presence of hypoproteinemia indicates a serious con- 
dition, and when this occurs it is advisable to give milk proteins, 
preserved plasma, amino acid mixtures, and methionine. Hyper- 
tonic dextrose solutions and Periston (a plasma expander) may 
be given in quantities of from 200 to 400 cc., particularly to 
patients in whom the eclampsia has caused pulmonary edema. 
The maternal mortality rate was 16.9% in 189 eclamptic women 
in whom cesarean section was performed and 6.3% in 411 
women who were hypotensive and received conservative treat- 
ment. The fetal mortality rate was 7% with active treatment and 
10% with conservative treatment. 

Dr. E. Ostergaard of Copenhagen said that in Denmark most 
babies are delivered in the home. In Copenhagen, however, 
about 80% of all deliveries take place in hospitals. In 1945 a 
law was passed entitling all pregnant women to three examina- 


The items in these letters are contributed by regular correspondents in 
the various foreign countries. 


tions by a physician and to six examinations by a midwife at 
the expense of the state. A Wassermann reaction and examina- 
tions to ascertain the Rh factors are also free. Eclampsia has 
been treated for many years according to the conservative 
method of Stroganoff. In 1936 the maternal mortality rate was 
0.53% and in 1953 only 0.1%. The frequency of eclampsia was 
2.3% between 1935 and 1940 and 1.2% between 1948 and 
1953, and the speaker believes that this improvement is the 
result of the welfare law. The physician is required to hospitalize 
any pregnant woman whose systolic pressure rises over 150 mm. 

Leinzinger and Ribitsch of Graz said that, of 56,505 women 
delivered between 1925 and 1954, 335 or 5.9% had eclampsia. 
Of these, 74.8% were primiparas. Of the eclamptic attacks, 2% 
were recurrences, and 8% of the women with eclampsia de- 
livered twins. The war had no noticeable influence on the in- 
cidence of eclampsia. It proved impossible to establish a con- 
nection between eclampsia and such factors as meteorologic 
conditions, sun spots, or terrestrial magnetism. The maternal 
mortality rate was 13.7%, and the infant mortality rate was 
27.9%. Delivery was surgical in 47.2%. 


Prolonged Pregnancy.—At the same meeting Dr. S. Kolonja of 
Klagenfurt said that prolongation of pregnancy was observed 
in 775 of his series of 8,000 deliveries. The pregnancy that con- 
tinues beyond the computed term involves no particular danger 
for the infant. Waiting for spontaneous delivery is advisable. 
When no measures were taken to induce delivery, no fetal death 
that could be ascribed to the prolongation of pregnancy oc- 
curred, but fetal mortality and the need for operative inter- 
vention was multiplied severai times when delivery was induced 
by means of drugs. It is necessary to differentiate between true 
prolongation of pregnancy and a belated delivery due to 
endogenous factors. 


Amenorrhea.—At the same meeting Dr. E. Leinzinger of Graz 
said treatment was justified for amenorrhea of short duration, 
citing psychic and psychosomatic factors and pointing out that 
there is a danger that the brief amenorrhea may become pro- 
longed. In 157 patients with amenorrhea of short duration a 
1:10 mixture of estrogen and progesterone was used; 53 of the 
women treated were pregnant and in 4 of these abortion resulted, 
which, however, could not be ascribed to the treatment. Psychic 
factors may be responsible for amenorrhea. Treatment is espe- 
cially necessary when amenorrhea of short duration shows a 
tendency to recur. The treatment described may be effective in 
as high as 96.4% of the patients. 


Cortisone in the Treatment of Sterility—At the same meeting 
Dr. A. Netter of Paris stated that increased 17-ketosteroid 
values were found in the urine of women with anovulatory cycles 
caused by corpus luteum insufficiency. Three of these women, 
in whom the anatomic conditions appeared normal, were given 
cortisone. One woman had a bilateral hydrosalpinx, for which 
she had received conservative treatment between 1951 and 1954. 
She conceived following treatment with cortisone and was able 
to carry the pregnancy to term and give birth to a normal infant. 
In two other women spontaneous ovulation was induced by 
treatment with cortisone. The mode of action of this treatment 
has not been completely explained. 


Adnexal Tuberculosis.—At the same meeting Dr. H. Knaus of 
Vienna pointed out that adnexitis in children between 10 and 
15 years of age is usually tuberculous. Of 75 patients in whom 
tuberculous salpingitis was histologically verified, 56 had peri- 
toneal tuberculosis. This indicates the close connection between 
peritoneal and genital tuberculosis. A peritoneal tuberculosis is 
possible only if the tubal ostium is patent. The primary process 
is always in the tube. In 35 of 70 patients curettage was per- 
formed one year after the operation, and in three of these the 
endometrial material still showed tuberculosis. These patients 
were given three weekly instillations of 150 mg. of isoniazid for 
a period extending over two menstrual cycles. In all three of 
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these patients the endometrial tuberculosis was cured. A tuber- 
culous fistula likewise was cured after scraping and instillations 
of isoniazid. For genital tuberculosis the author recommends 
removal of the uterine tubes. 


Urinary Incontinence.—At the same meeting Froewis and 
Palmrich of Vienna stated that for the diagnosis of closure 
incontinence it is usually sufficient to fill the bladder and make 
an examination while the patient is standing, while coughing, 
and while pressing. In this way pseudoincontinence can be 
excluded. This condition can be recognized also in the cysto- 
gram that indicates the form of micturition. The cystogram 
also permits differentiation between the vertical and rotary 
descent of the bladder. In patients with vertical descent, a lifting 
of the region of the sphincter will counteract incontinence. In 
rotary descent, however, or when descent is absent, only an 
operation that will affect compression of the urethra, or con- 
servative measures that increase the tonus of the closure appara- 
tus, such as hormonal therapy and gymnastics, will be effective. 
Dondren, which was used in 100 patients, produced cure in 
50%, and in 33% it produced marked improvement. 


ENGLAND 


Patients, Politics, or Both?—Dr. R. Hale-White, president of the 
metropolitan counties branch of the British Medical Associ- 
ation expressed the view (British Medical Journal, supp., p. 225, 
May 14, 1955) that it was a physician’s duty to take a personal 
part in medical politics. If he is to serve the best interests of 
his patients, it is as important that a physician devote a part 
of his time to medical politics as it is that he keep abreast of 
advances in scientific medicine. As an example of the muddled 
state of the National Health Service, Dr. Hale-White referred 
to the fact that, although it is claimed that many physicians 
are overworked, it is difficult for a young man to enter the serv- 
ice and even more difficult for an aging physician to ease off. 
It is exceedingly hard for a general practitioner to do what he 
would wish for his patients and in most cases practically im- 
possible for him to follow them through an illness in a hospital. 
Dr. Hale-White believes that the working of the National Health 
Service would have been much worse had it not been for the 
British Medical Association’s council meetings and representa- 
tive meetings in the last 10 years; regulations and directions 
relating to what a physician might or might not do would have 
descended on the profession like confetti. The general prac- 
titioner might easily have been told by a government depart- 
ment by what signs and symptoms he could reach a certain 
diagnosis and what action to take when the diagnosis was 
reached. 

The common supposition that British medicine and the Na- 
tional Health Service are synonymous is false. So far, the 
country has been spared a state monopoly in medicine, which 
was the undoubted aim of those who introduced the National 
Health Service. The fact that private practice still exists is a 
blessing not because private practitioners are necessarily better 
than their colleagues in the service but because, as long as there 
are two systems in healthy competition, complete disaster can- 
not overwhelm British medicine, and the public still has free 
choice in medical care. The most helpful contribution toward 
keeping private practice alive has been made by two or three 
insurance companies, one of which in the last four years has 
increased its membership from 60,000 to 200,000. There must 
now be more than 500,000 people entitled to a large propor- 
tion of the cost of their hospital and specialist treatment through 
these companies. In Dr. Hale-White’s opinion the standard of 
medical practice in the country is going down and will continue 
to go down unless far-reaching changes are made. Those who 
are worried about the future of medicine in this country should 
not hesitate to say so. Censure of the National Health Service 
would be much greater were it not for indolence and cowardice. 
Tinkering with the service is not sufficient. If a large body in 
the profession really believes that the public is not getting the 
best service the country can afford, the first thing to do is to 
say so, and the next is to devise a better system in which a full- 
time salaried service as an alternative should not even be 
considered. 
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Inadequacies in Hospital Administration.—In the report of the 
Hospital Discussion Group, published in the June issue of the 
Hospital, the view is expressed that, should the quality of ad- 
ministration be low and an atmosphere of ministry rules and 
regulations, auditors’ queries, and general subservience to the 
vast impersonal machine of central control prevail, a slow de- 
cline in the quality of hospital service will be inevitable. The 
criticism is made that the caliber of senior hospital administra- 
tors is sometimes unequal to the responsibilities of their posi- 
tion. Young men of the potential caliber to bear these heavy 
responsibilities are not easily found within the existing service, 
and, if recruits are to be attracted from without, they must be 
offered not only an ultimate salary commensurate with their 
responsibilities but also a course of training that will equip them 
for their duties in the shortest possible time. 

Some hospital authorities have established trainee posts with 
the object of attracting into the administrative service university 
graduates and others considered suitable for senior posts, but 
there is a certain amount of opposition from within the service 
itself to such selective entry. Although promotion within the 
service should be encouraged, it should not be assumed that 
there is any intrinsic merit in this laborious ascent nor that the 
successful negotiation of the lower rungs gives one a head for 
heights. Training schemes that expect to attract new entrants 
into the lowest clerical grade are unrealistic. A training scheme 
has been outlined, extending over three years, and it is recom- 
mended that the age of entry should be at least 23. After an 
introductory three months at a hospital staff college, the trainees 
would spend 18 months in designated trainee posts attached to 
hospital management committees, boards of governors, or re- 
gional hospital boards. The next three months would be spent 
under the direction of the staff college for a course of instruc- 
tion in all aspects of administration. During the final year the 
trainees would be attached to the central administration of a 
hospital management committee or board of governors as per- 
sonal assistants to the chief administrative officers. 


Number of Hospital Beds.—Do we need more beds to deal with 
our waiting lists? Can we afford to maintain these additional 
beds? These are two of the problems dealt with in the current 
issue of the West London Medical Journal (60:95, 1955). There 
is too rigid a system of allocation of beds to specialists. Con- 
sultants should be prepared to transfer beds to other colleagues 
as circumstances demand. The seasonal variation in the demand 
for accommodation should be borne in mind. Further, there 
should be sufficient flexibility to allow wards designated for men 
to be used for women, and vice versa. Local health authority 
services are not being used sufficiently. An efficiently used health 
visitor service could reduce the demand for hospital beds by 
caring for patients in their homes under the direction of a phy- 
sician. The provision of large and better organized outpatient 
departments, with adequate diagnostic facilities geared to local 
health and general practitioner services, would also reduce the 
demand on hospital bed space. In plans for hospital extension, 
provision should be made for hostels, where patients could stay 
while undergoing radiotherapy and physical therapy. The intro- 
duction of “day hospitals” for the care of patients with senile 
dementia and the victims of mild mental disorders is also rec- 
ommended. Some of the small uneconomical cottage hospitals 
might better serve the community as health centers. 


Megaloblastic Anemia Due to Phenytoin.—Two further cases 
of megaloblastic anemia apparently due to phenytoin have been 
reported by N. Berlyne and his co-workers (Brit. M. J. 1:1247, 
1955). Both were in epileptic subjects, aged 28 and 26, re- 
spectively, and both subjects had been taking phenobarbital and 
phenytoin. The first had been taking these two drugs for at 
least 18 months, and, at the time when the anemia was de- 
tected, the dosage was 100 mg. of phenytoin and 50 mg. of 
phenobarbital three times a day. The subject’s erythrocyte count 
fell to 1,800,00 per cubic millimeter, with 25% hemoglobin. The 
second subject had been taking phenobarbital and phenytoin for 
four years, and the current dosage was 100 mg. of phenytoin and 
32 mg. of phenobarbital three times a day. His erythrocyte 
count was 1,600,000 per cubic millimeter, with 28% hemoglobin. 
Both had free hydrochloric acid in the gastric juice. In both, 
the anemia failed to respond to cyanocobalamin but responded 
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promptly and completely to folic acid, even though the admin- 
istration of both phenytoin and phenobarbital was maintained 
all the time. In neither patient was there any evidence of nu- 
tritional deficiency, steatorrhea, or liver disease, and neither had 
had any gastrointestinal operations. Phenytoin is believed to 
act as a folic acid antagonist, but this complication of phenytoin 
therapy is relatively rare. 


Hypnotism in Dermatology.—Dr. Hugh Gordon investigated the 
effect of hypnotism in 144 dermatological patients (Brit. M. J. 
1:1214 |May 14] 1955). The suggestion was given patients dur- 
ing hypnosis that the skin condition would resolve and re- 
turn to normal and that irritation, if present, would disappear. 
In most of the conditions treated, pruritus was a troublesome 
feature, and the antipruritic effect of hypnosis was often marked. 
Later in the investigation, psychotherapy was added to hypnosis. 
Dr. Gordon found that the psychic factor was important in 
degrees varying from 100% down to 50% in a wide range of 
common skin disorders. One boy of 12, who had had eczema 
and asthma from the age of 2, was completely cured of both 
in about six sessions. He was still clear two and one-half years 
later. The series included many patients with atopic eczema, 
and some of them had been extremely resistant to treatment. 
In another patient with dermatitis herpetiformis of 10 years’ 
duration, the condition had been conirolled by arsenic, but this 
had to be withdrawn because of severe and obscure retinal 
lesions. These improved when the arsenic therapy was stopped, 
but the dermatitis relapsed. Both skin and eye lesions cleared 
up rapidly under hypnosis and psychotherapy and had remained 
so at the time of a two year follow-up. 


Myxomatosis and Man.——There is a certain amount of public 
anxiety concerning the possibility of transmitting myxomatosis 
to man. In a recent issue of the Practitioner (174:709, 1955), 
Dr. E. J. Moynahan, who was called in to see the first alleged 
human case of myxomatosis in this country last year, states 
categorically that man cannot be infected. There are several 
diseases that bear a superficial resemblance to myxomatosis and 
that the patient or his relatives may confuse with the animal dis- 
ease. These include bullous erythema multiforme, ectodermosis 
erosiva pluriorificialis (Stevens-Johnson syndrome), atypical cases 
of chickenpox and smallpox, bullous dermatitis herpetiformis, 
pemphigus vulgaris, angioneurotic edema, and certain drug 
rashes. Persons handling sick rabbits may develop localized or 
systemic infections, through cuts or abrasions, due to the com- 
mon pyogenic organisms. These infections may give rise to 
anxiety in the patient and his relatives unless they are recognized 
for what they really are. 


Mitral Valvotomy at Full Term.—A 35-year-old woman with 
pure mitra! stenosis had a valvotomy performed 10 hours before 
the birth of her ninth child (Brit. M. J. 1:1191, 1955). She was 
admitted to the hospital in the early stages of labor. During 
her previous pregnancies she could recall no notable symptoms, 
nor did she know of any abnormality of the heart. She gave a 
history of persistent nonproductive cough of six weeks’ duration 
and was found to have dyspnea, orthopnea, cyanosis, and a 
hemoglobin of 55%. Clinically and radiologically she had the 
classical findings of mitral stenosis, and, in view of the rapid 
deterioration in her condition after admission, it was decided to 
perform an emergency valvotomy. This revealed a tight stenosis, 
but both commissures separated without difficulty. The patient 
was returned to the ward in a satisfactory condition, and 10 
hours later a live infant, weighing 8 lb. (3,628.7 gm.) was born 
without difficulty or distress to the mother. 


Experimental Health Center.—The second health center to be 
built in Scotland has been opened at Stranraer. The aim of the 
center, which is experimental, is to bring the different health 
services closer together and to enable them to cooperate to the 
advantage of the patient in the common aim of preventing as 
well as curing ill-health. The building, which covers 7,000 
square feet, is built in an L-shape and incorporates an extension 
to the adjoining Garrick Hospital. One wing provides five con- 
sulting suites for the five family physicians who practice in 
Stranraer and who between them have a total of 13,200 National 
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Health Service patients. In the other wing the local authority has 
three rooms and a dental room for its own use and will share 
another four with the board responsible for running the Garrick 
Hospital. In addition, the hospital has for its own use a chang- 
ing room, a plaster room, and a suite for the x-ray unit. 


How State and Voluntary Services Saved a Family.—lIn spite of 
the welfare state, people are still dependent on ancillary agencies 
for the successful solution of their troubles. A father, mother, 
and four young children, all apparently healthy, emigrated to 
Australia. On arrival it was found that the father and one of 
the children had pulmonary tuberculosis, and the family had 
no option but to return. They arrived in Bournemouth having 
exhausted their savings, with nowhere to live, no income, no 
resources, and no prospects. The father was sent for long-term 
treatment, and within a fortnight the family, now on National 
Assistance, was brought before the special hardship committee 
and a house was allocated to them. The voluntary tuberculosis 
care committee provided all that was necessary to set up home. 
Of the money spent by the care committee, some was recovered 
from service funds (the couple having served during the war) 
and the National Assistance Board. The women’s voluntary 
services also contributed furniture, and the Soldiers, Sailors, and 
Air Force Association helped with clothing. Volunteers also 
helped in establishing the home. Two children had since been 
admitted to a sanatorium, and, throughout, a constant checkup 
was made to ensure that the most urgent needs were met. Re- 
sponse to help from all sides was so remarkable that the family 
was overwhelmed with gratitude. Most important of all, the 
father was able to go through his hospitalization with his mind 
freed from worry concerning the security of his home and 
family. 


Critics of the National Health Service—The physicians of any 
country in which initiation of a health service in the pattern of 
the British National Health Service is being considered, would 
do well to read the two opening articles in the British Medical 
Journal of April 30. These articles are by a middle-aged con- 
sultant and a young general practitioner respectively. An edi- 
torial in the same issue states that the worst thing that could 
happen to medicine in England would be an apathetic acquies- 
cence of the working of the National Health Service. The pro- 
fession is entangled in a mass of forms, committee reports, and 
an endless stream of administrative regulations. Neither the 
consultant nor the general practitioner complain of poor re- 
muneration or overwork. The established young general practi- 
tioner in partnership practice today has a much easier time than 
his predecessors. He has a secure, pensionable job, but the fear 
of litigation has stifled the initiative that has done so much to 
improve medical and surgical practice. Apathy and a deteriora- 
tion of standards are beginning to be evident, and there is a 
widening gap between the hospital staff and the general practi- 
tioner. 


Upgrading Mental Nursing.—Hospital authorities in England 
and Wales have been asked by the Minister of Health to pro- 
mote wherever possible the interchange of student nurses be- 
tween general and mental hospitals as a means of improving 
the quality of the mental nurses’s training, introducing a valu- 
able element into the training of general nurses, and breaking 
down the isolation from which many mental hospitals still suffer. 
The General Nursing Council has agreed that for student mental 
nurses a six months’ assignment to a general hospital would 
be satisfactory. The council has also agreed to consider pro- 
posals for the assignment of student general nurses to mental 
hospitals for part of their training. 


Ophthalmic Hospital of St. John.—Sir Stewart Duke-Elder has 
been instrumental in finding a site for the rebuilding of the 
Ophthalmic Hospital of St. John in Jerusalem. A new site has 
been purchased outside the old city, and it is hoped that the 
building will be finished by the end of 1956. The present hospital 
has 45 beds, but the new one will have 70 beds and, in addition, 
a special wing to house the research institute. The latter will 
have a separate staff but will be under the control of the Order 
of St. John. The staff of the institute, when complete, will con- 
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sist of a medical director, three British scientists, three Arab 
scientists, and a number of technicians. Research on trachoma 
will be an important part of the work of the institute. The initial 
cost of the hospital and institute is expected to be about 
$700,000. 


Dellwood Fire.—The British Medical Journal of April 16 pub- 
lishes the account of the effects of the Dellwood Fire by Drs. 
M. E. Cox and her co-workers. In the early morning of Easter 
Sunday (April 18, 1954) a fire in the nursery of the Dellwood 
Maternity Home resulted in the death of 13 newborn babies. 
The fire was caused by the flue of a hot-water boiler, which in 
September, 1953, had been moved, so that it ran beneath the 
floor of the nursery. It was subsequently established that the 
installation of the flue complied with the local building regula- 
tions, but the regional board in their inquiry agreed that the 
regulations needed revision. It seems likely that the fire began 
slowly, with much smoldering of wood over a large area of 
floor. This filled the room with thick smoke, until, finally, part 
of the floor ignited and the flames spread to one of the cots. 
It is thought that the room may have been filled with smoke 
for between 20 and 30 minutes. There were 15 babies in the 
nursery, the doors of which were closed. Two nurses were on 
duty, and the nursery was visited at intervals during the night, 
the last visit before the fire being at about 3:15 a. m. The fire 
was discovered by one of the nurses at 4 a. m., and she im- 
mediately began to remove the babies from the room while help 
was being called. While removing the first babies she received 
severe burns of face and arms and was in great distress from 
the inhalation of smoke. She continued to bring them out one 
by one and collapsed when the last one had been carried out. 
She was admitted to the hospital and was later decorated by 
the Queen. 


Signs and Symptoms.—One of the authors first saw the babies 
at 4:30 a. m. The baby whose cot had caught fire was dead due 
to extensive burns. Three others were transferred to the Battle 
Hospital at once and placed in oxygen boxes. All three were limp 
and pale and in great respiratory distress. There was much 
clear viscid discharge from the nose and eyes and complete nasal 
obstruction. The remaining 11 babies were in good general con- 
dition, but all were coughing and had some discharge from the 
nose and eyes. Their color was generally good apart from slight 
occasional cyanosis produced by coughing attacks and inter- 
ference with breathing by nasal obstruction. During the day 
there was some deterioration. Respiratory rates rose, and the 
coughing increased. Scattered rales became audible in every 
child in the afternoon and evening. All were kept in oxygen 
boxes. 


Treatment.—Early on Monday morning all the surviving babies 
were transferred in oxygen boxes to the Royal Berkshire Hos- 
pital. An alarming increase in respiratory obstruction developed 
in all the infants, and on Monday evening it seemed unlikely 
that any of them would survive. Two of the babies began to 
improve after the third day and finally made a good recovery. 
There is no reason to suppose that these two suffered less 
exposure to the smoke than any of the others. In addition to 
oxygen therapy, mucous secretions were aspirated at intervals 
as needed, and 5% sulfacetamide was applied to the nose and 
eyes. Penicillin was given, starting on the morning of the first 
day. Humidification was maintained by electric steam kettles. 
At midday on Monday treatment with streptomycin and cor- 
tisone was started. Feedings, at first with glucose-saline solution 
and later with a milk mixture, were given by esophageal tube 
during the first 48 hours. Aspiration of the trachea was at- 
tempted in three babies without apparent benefit, and hardly 
any mucus was obtained by this method. In those babies who 
survived the first 48 hours, percussion drainage was attempted, 
in addition to postural drainage and frequent changing of posi- 
tion. This seemed to produce some good results: mucus was 
coughed up and aeration seemed to have improved. In one of 
those who recovered, a large bronchial cast was aspirated from 
the nose on the sixth day, after one of these periods of per- 
cussion drainage. 


Comment.—The most important question that arises is whether 
anything further could have been done to help these babies. 
Atropine might have been given in sufficient doses to diminish 
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secretion. It might, however, also have made secretions more 
viscid and less likely to separate. Humidification by mist, per- 
haps with the addition of a detergent, might have been used, 
but this could have led to a fatal increase in the already great 
amount of fluid in the lungs. Cortisone might have been given 
earlier and in larger doses, but, in addition to diminishing 
exudative responses, cortisone promotes fluid retention and 
possibly diminishes resistance to infection. More vigorous and 
intensive aspiration of the lower respiratory tract might have 
been attempted, including aspiration through tracheotomies, but 
such procedures in newborn infants have their own risks and 
probably a high mortality rate. They might, however, have been 
effective in the babies who survived to the third day, when some 
of the casts were beginning to separate. The custom of putting 
all the babies into a nursery for the night so that the mothers 
can sleep undisturbed is widespread and is the rule in small 
maternity homes. Apart from the possibility of a disaster such 
as this, the system is bad. The proper place for the normal 
newborn baby is in a cot close to the mother’s bed. 


FRANCE 


Cardiopericardiop In the Archives of Cardiac and Vascu- 
lar Diseases of February, 1955, A. N. Gorelik presents the re- 
sults of 150 cases treated by cardiopericardiopexy. This opera- 
tion transforms an ischemic into a hyperemic myocardium 
through the introduction of talcum powder into the pericardial 
sac, thus causing an inflammation of the pericardium, myo- 
cardium, and adjoining tissues. As a result a granulomatous peri- 
carditis is created leading to the development of anastomotic 
intercoronary vessels. Gorelik modified the former procedure of 
Thompson by resecting the left costal cartilage and its peri- 
chondrium in order to allow the development of new vessels 
between the pectoralis major and the pericardium. The author 
has also extended the indication of this method, which was 
originally used to relieve angina pectoris, to include certain com- 
plications of acute rheumatic fever. He reports a series of 50 
patients with far-advanced rheumatic cardiopathy and 100 with 
angina pectoris. In the first category the operative mortality was 
12%, but in those who survived the improvement has been re- 
markable. In the group with angina pectoris the operative mor- 
tality was 10%, but in those who survived the results were 
excellent, and they have been able to resume their normal physi- 
cal activity without pain or dyspnea. 


Chlorpromazine in Gastric Crisis—At a meeting of the Medi- 
cal Society of Paris Hospitals in March, R. Moreau and his co- 
workers reported that in a patient with gastric crisis of tabes, 
which was not relieved by atropine nor any other drug, a slow 
perfusion with 50 mg. of chlorpromazine in 500 cc. of isotonic 
dextrose solution gave prompt and lasting relief. In another 
patient whose gastric crisis was due to plumbism, an intravenous 
perfusion with chlorpromazine alone gave complete relief within 
two hours. The mechanism of this action remains obscure. 


Cells Infected with Poliomyelitis—At the same meeting, Pro- 
fessor Borski and his co-workers of the Pasteur Institute dem- 
onstrated by means of microcinematography the appearance of 
a homogenous eosinophilic mass in the center of fibroblasts 
taken from a human tonsil 15 to 20 minutes after poliomyelitic 
viral infection and grown in a culture medium. This mass throws 
the nucleus and cytoplasm toward the periphery. In some cells 
contractions were observed when the central mass was half de- 
veloped. These contractions led to deformity of the nucleus by 
the rigid inclusion body. At first this deformity was reversible. 
The nucleus regained its normal form after each early contrac- 
tion but progressively became flattened and thrown aside during 
the successive contractions. At the moment of the cellular death, 
it was completely eccentric and flat. 


Poliomyelitis.—In May, 1955, at the meeting of the Medical 
Society of Paris, Vigot and Poilpre of Caen reported on the use 
of cortisone in patients with paralytic poliomyelitis. Of 13 pa- 
tients given 50 to 250 mg. of cortisone per day intramuscularly, 
only one died, and in 7 the paralysis did not progress after 24 
hours of this treatment. Five other patients with severe respira- 
tory paralysis all survived. 
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NORWAY 


When to Operate for Gastric Ulcer—In Nordisk Medicin for 
May 25 Dr. O. Rémcke presented statistics far from flattering to 
the medical treatment his patients had received; only 22% of 
those with gastric ulcer, 12% of those with pyloric ulcer, and 
11% of those with duodenal ulcer were symptom-free eight years 
after the completion of medical treatment. Hence, his present 
policy is to recommend operative treatment if the patient re- 
lapses after a course of medical treatment in hospital and cannot 
remain symptom-free on light dietetic restrictions. His advocacy 
of operation for gastric ulcer, as distinct from duodenal ulcer, 
is influenced by the greater likelihood of malignant disease in 
those with gastric ulcer. The swing of the pendulum in favor of 
surgical treatment is indicated by figures covering the period 
1935 to 1949. At the beginning of this period only 19% of the 
237 ulcers were operated on, whereas at the end of this period 
35% of the 187 ulcers were operated on. R6mcke hesitates to 
recommend an operation for patients over 60, but with the 
operative mortality falling steadily he has shifted his age limit 
upwards. Patients in whom neurotic tendencies play an important 
part are disappointing subjects for operative treatment, and 
Rémcke is also diffident about recommending such treatment for 
very young patients. In the same issue Dr. C. Bruusgaard said 
that he advises his patients to eat, drink, and be merry, because 
ulcers heal when you are merry, and no new ulcer develops if 
you are always merry. 


Epidemic Hepatitis—Dr. R. A. Jensen, in Tidsskrift for den 
norske legeforening for June 15, reports two outbreaks of epi- 
demic hepatitis. A woman, aged 29, was admitted to the hospital 
in February, 1953. Four days after admission she became jaun- 
diced, and because a tentative diagnosis of cholelithiasis was 
made no steps were taken to isolate her. It was only after she 
had been jaundiced for 22 days that infectious hepatitis was 
diagnosed and she was transferred to another ward. After this 
transfer and during the following eight weeks, infectious hepatitis 
deveioped in 11 members of the nursing staff. All 11 nurses had 
been in contact with the patient, and it is probable that in 9 of 
these the infection had passed from one nurse to another. This 
hospital outbreak led Jensen to study the community of about 
1,200 persons to which the original patient belonged. In this 
densely populated community centering around a school on the 
outskirts of Oslo, it was found that there had been an outbreak 
consisting of 24 cases of infectious hepatitis. Epidemiological 
evidence suggested that the infection had been transmitted by 
personal contacts. Although this was the most plausible inter- 
pretation, the water supply of the community was examined and 
was found to be heavily polluted, and measures were taken to 
assure the community a purer drinking water. 


TURKEY 


Chronic Myelocytic Leukemia.—In Saglik Dergisi (vol. 29, no. 1) 
Erkmen and Yazan reported on Dichloren (a nitrogen mustard 
proprietary preparation) therapy in two patients with chronic 
myelocytic leukemia. A woman, aged 45, had a hard and pain- 
ful abdominal swelling on the left side and was losing weight. 
On admission she was weak and anemic; her enlarged, hard, 
smooth, painless spleen had descended 6 cm. below the 
umbilicus; and her hard, smooth, painless liver was palpable 
5 cm. below the costal margin. Her erythrocyte count was 
3,400,000 per cubic millimeter; her hemoglobin level 40% ; and 
her leukocyte count 184,500 per cubic millimeter, with 43% 
metamyelocytes and transitional cells, 26% neutrophils, 12% 
myelocytes, 10% eosinophils, 7% lymphocytes, 1% premyelo- 
cytes, and 1% monocytes. She was given an intravenous in- 
jection of 0.1 mg. per kilogram of body weight of Dichloren 
every other day for eight doses. Forty-eight hours after the first 
injection a rapid decrease in leukocytes was observed. Within 
10 days the count dropped to 55,000 per cubic millimeter and 
after 21 days, to 9,000 per cubic millimeter. Recession of the 
spleen was observed on the 4th day, and after 25 days it was 
no longer palpable. After 20 days the differential leukocyte count 
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was 21% metamyelocytes and transitional cells, 48% neutro- 
phils, 19% lymphocytes, 8% myelocytes, and 4% eosinophils. 
The patient’s general condition was markedly improved, and she 
had gained 3 kg. (6.6 Ib.) in 35 days. On discharge 10 days later, 
her erythrocyte count had risen to 4 million per cubic millimeter 
and her hemoglobin level to 60%. A relapse occurred eight 
months after her discharge from the hospital, and she was given 
a maintenance dose of 0.1 to 0.3 mg. of Dichloren. 

The second patient was a woman, aged 48. On admission 
she was weak and anemic. Her spleen had descended to the 
pubis, and her liver was palpable 6 cm. below the costal margin. 
Both organs were hard, smooth, and painless. Her erythrocyte 
count was 2,000,000 per cubic millimeter; her hemoglobin level 
35%; and her leukocyte count 164,000 per cubic millimeter, 
with 56% metamyelocytes and transitional cells, 20% myelo- 
cytes, 16% neutrophils, 4% premyelocytes, 2% eosinophils, and 
2% lymphocytes. Sternal puncture revealed 10% neutrophils, 
10% transitional neutrophils, 1% transitional eosinophils, 43% 
metamyelocytic neutrophils, 4% metamyelocytic eosinophils, 
19% myelocytes, 9% premyelocytes, and 4% myeloblasts. The 
patient received an intravenous injection of 5 mg. of Dichloren 
every Other day for eight doses. Seventy-two hours after the 
first injection, a marked decrease in leukocytes was observed, and 
on the 17th day the leukocyte count was 30,000 per cubic milli- 
meter, the erythrocyte count was 3,000,000 per cubic millimeter, 
and the hemoglobin was 50%. Recession and softening of the 
spleen was observed after the second injection, and after 17 
days it had receded to the umbilicus, the liver had receded 2 cm., 
and its edges had somewhat softened. The patient’s general con- 
dition was markedly improved, and she had gained weight. 
Further improvement was expected, but the patient left the 
hospital against advice on the 20th day. 


Corneal Epithelization of the Anterior Chamber.—In Eye Klinik 
(vol. 9, no. 2) Gordiiren and Tosunoglu reported the develop- 
ment of corneal epithelium of the anterior chamber of the eye 
after a cataract Operation. It was the only case observed among 
the 1,112 patients who had an operation for cataract during a 
five-year period. The patient was a man, aged 52, who had had 
a preliminary iridectomy of the right eye and six months later 
an uncompleted extraction of a cataract. Three years later he 
had a complete iridectomy for capsular cataract of the left eye. 
On the seventh postoperative day iridocyclitis was observed. On 
the 16th day the patient was discharged, and his therapy was 
continued in the outpatient department. On the 27th day lacrima- 
tion and conjunctival congestion was observed. Behind the 
cornea and below the cicatrix, a fine membrane with notched 
edges was observed and diagnosed as corneal epithelization of 
the anterior chamber. The patient was readmitted. In spite of 
atropine, hot dressings, diathermy, and general therapy for six 
weeks, the condition progressed. Sensitivity of the cornea de- 
creased, there was deep vascularization, the papilla lacrimalis 
was raised, and a small fistula was observed at the cicatrix. 
Gradually covering the corneal center, two transparent nodules 
on the notched edges of the membrane developed and, with the 
closing of the fistula and due to intraocular pressure, a secondary 
glaucoma developed on the 54th postoperative day. On the 
following day the patient was given x-ray therapy. He received 
five series of 1,290 r for 10 consecutive days with intervals of 
one week. On the 12th day the epithelium began to separate 
and recede upward, and the patient’s severe headache subsided. 


Apricot Seed Tumor.—Dr. Halil Ciray, gynecologist at Ankara 
General Hospital, reported a case of intestinal torsion resulting 
in a tumor in a multipara, aged 30. Menstruation had not oc- 
curred for several months. One month prior to admission she 
had a sudden, severe, abdominal pain associated with vomiting. 
On admission she had a temperature of 102.2 F and a pulse 
rate of 120 beats per minute. Her abdomen was distended and 
tender. Under the naval a hard, smooth, semimobile tumor was 
palpable. Due to abdominal tenderness, the uterus and ovaries 
could not be distinguished. A tentative diagnosis of torsion in 
an ovarian tumor was made. Laparotomy was performed, and 
a tumor located in the small intestine was found to contaig 
numerous apricot seeds. After excision of the mass, the patient 
recovered. 
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CORRESPONDENCE 


DESIGNATION OF “TRANQUILIZING AGENTS” 
IN NEUROPHARMACOLOGY 


To the Editor:—An already overburdened glossary provokes 
misgivings in anyone who proposes to coin a new term. There 
are Occasions, however, when new experience calls for a word 
to encompass it. Recent clinical use of chlorpromazine and the 
Rauwolfia fractions has demonstrated that these new compounds 
are capable of producing amelioration of a wide spectrum of 
symptoms in psychiatric disorders on occasion and thus “nor- 
malizing” such patients. Recently another drug having limited 
therapeutic qualities of this general type has been reported by 
me (Science 121:208 |Feb. 11] 1955, and Neurology 5:319 |May] 
1955) and is undergoing further study. Alpha (4-piperidyl) benz- 
hydrol hydrochloride, or Frenquel, is effective in the prevention 
and treatment of model psychoses produced by hallucinogenic 
drugs such as lysergic acid diethylamide and mescaline, as well 
as in some clinical cases of dissociation syndromes of schizo- 
phrenic pattern. Although the neurophysiological, neurochemi- 
cal, and neuropharmacological mechanisms behind the clinical 
results obtained with these drugs await explanation, it would 
appear that the door has been opened, that further compounds 
of this type will be forthcoming, and that an understanding of 
their mode of action may be reached. A word to describe this 
new order of pharmacological effects appears to be justified. 
“Tranquilizing agents,” a term used descriptively thus far, does 
not entirely fill the bill, nor are such words as “anti-hallucino- 
gens” adequate. Alister Cameron, professor of classics, Univer- 
sity of Cincinnati, has suggested that the Greeks had a word 
for it. The adjective ataraktos meant without confusion, cool, 
and steady, and the noun afaraxia meant freedom from con- 
fusion and peace of mind. Cameron tells me that the Epicureans 
were especially fond of this term, that they almost had a patent 
on it, and that it represented one of the prime goals of their 
philosophical system. The term was taken over in its entirety 
into Latin as ataraxia. In English it is ataraxy, and the definition 
given in the Revised Shorter Oxford Dictionary is “freedom 
from disturbance of mind or passion.” It is my proposal, there- 
fore, that drugs of this type be designated “ataraxics” and that 
the adjective form “ataractic” be used to describe this thera- 
peutic property in drugs. 
HowarpD D. Fasina, M.D. 
2314 Auburn Ave. 


Cincinnati 19. 
Ss 


RESIDENCIES FOR RADIOLOGY 


To the Editor:—In collaboration with the Joint Residency Re- 
view Committee for Radiology, representing the American 
Board of Radiology and the Council on Medical Education and 
Hospitals of the American Medical Association, the American 
Board of Radiology has adopted the following policy. 

“Effective immediately, hospitals and institutions making 
initial application for approval for residency training in radi- 
ology must qualify for fuil three-year approval. No new resi- 
dencies of one or two years’ duration will be approved unless 
they are integrated with or contributory to a fully approved 
program. It is strongly recommended that all hospitals and in- 
stitutions presently approved for residency training in radiology 
develop programs offering complete training, either intramurally 
or through affiliation by June 30, 1957.” 

The Joint Residency Review Committee has been established 
to act in behalf of these two organizations in approving residency 
programs in this specialty. The present policy relating to future 
approval for full training only has been adopted to insure that 
residents receive integrated training with graded responsibility 
and continuity of supervision during their three years’ residency. 


The requirement of a fully organized program in qualifying for 
approval is in accord with sound educational principles as 
adopted in several other specialty fields. The committee does not 
believe it to be in the best interest of the resident that he be 
permitted to take a year or more of isolated training in two or 
three unrelated programs in qualifying for board examination. 
Residents who have accepted appointment to programs that are 
presently approved for less than three years will receive full 
credit for their training on the basis of the residency’s present 
status, through June 30, 1957. 

B. R. KirRKLIN, M.D. 

Secretary-Treasurer 

American Board of Radiology 

Kahler Hotel Building 

Rochester, Minn. 


THE FAMILY PHYSICIAN 


To the Editor:—In THE JourNAL, June 18, page 535, is an 
article by Dr. Emil Seletz on recent trends in management of 
craniocerebral injuries. In it are several remarks directed against 
the general practitioner, who, in most cases, is the “family 
physician.” If this is the type general practitioner Dr. Seletz 
has had the opportunity of meeting, it is most regrettable. It 
seems possible he may have created a general practitioner of 
such caliber to lend emphasis to his article. No doubt a certain 
percentage of general practitioners fit his description. I feel 
assured the percentage is small. As general practitioners, we for- 
give Seletz for his lowly opinion of us. We are doing our job to 
the best of our ability. I have often remarked I would not want 
to practice medicine without having specialists available. Most of 
us do seek the assistance of specialists whenever the need arises. 
I am sure it is usually in sufficient time and quite often with the 
correct diagnosis accompanying the patient. At least we recog- 
nize the need for a specialist’s diagnostic ability in his particular 
field. Inasmuch as lay individuals in all walks of life have access 
to and read THE JOURNAL, it is evident that such material can 
bring discredit to the general practitioner. Such attacks from 
within our own ranks are folly. I believe that Dr. Seletz should 
be advised his remarks are not desirable. I also feel it should 
be suggested to the American Medical Association that such 
articles be rejected or revised to avoid further discredit to the 
medical profession. 

CHARLES J. Norton, M.D. 

4710 Woodman Ave. 

Sherman Oaks, Calif. 


JOURNALS TO FORMOSA 


To the Editor:—I have been asked by Dr. C. S. Huang, director, 
Taiwan Provincial Shikau Mental Hospital, 138 Hu-lin Street, 
Shun-san, Taipei, Taiwan (Formosa), for help in securing up- 
to-date material. His hospital is the only mental hospital for 
the 9 million people in Taiwan. He wrote me a pathetic letter 
concerning the “old methods,” and the need to get his hospital 
“improved.” My acquaintance with Dr. Huang developed 
through correspondence regarding a shock therapy machine 
that | was able to send through the generosity of the women 
of Lincoln, Neb., following a visit to Taiwan with my husband. 
The Taipei Women’s Club asked me to try to get the machine. 
It was received with the greatest appreciation. Do you 
know who might send complimentary subscriptions of current 
journals? 

Mrs. R. G. SIMMONS 

2927 Plymouth 

Lincoln, Neb. 
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ARMY 


Higher Entrance Rates for Civilian Physicians.—The Civil Serv- 
ice Commission has granted authority to employ civilian physi- 
cians at dispensaries, infirmaries, outpatient clinics, and labora- 
tories at the top step of each respective grade, according to 
Major Gen. Silas B. Hays, the surgeon general. The new 
authority, which goes into effect immediately, allows the Army 
to employ civilian physicians at beginning salaries from $7,465 
per annum to $11,395 per annum. Although increasing numbers 
of civilian doctors are being employed in Army medical in- 
stallations throughout the country, openings exist in practically 
every locality. As of June 30, according to General Hays, the 
Army was employing over 20% more civilian physicians than 
it had six months earlier. Those interested in securing employ- 
ment with the Army and who have a license to practice medicine 
in any of the states or the District of Columbia should get in 
touch with the personnel officer at their nearest Army installation 
or Army medical facility of their choice. 


VETERANS ADMINISTRATION 


Mental Hygiene Clinics —The Veterans Administration operates 
62 mental hygiene clinics throughout the country, of which 39 
are in regional offices, 14 are in hospitals, and 9 are in smaller 
VA offices. The VA also operates one traveling clinic, In addi- 
tion, the VA uses the services of 46 contract clinics, most of 
them state or community agencies. About one-fourth of the 
patients come to VA clinics on their own. Another fourth are 
referred by other medical divisions of the VA's regional offices. 
About one-eighth are referred by VA contact representatives, 
and the remainder come from community clinics, social agencies, 
and the like. In addition to their role as a treatment agency, 
the clinics play a part in training and provide an important 
resource for the development of clinical skills by psychiatrists, 
clinical psychologists, and social workers. The clinics further 
furnish the framework for significant research in psychiatry and 
clinical psychology. 

The VA claims that these mental hygiene clinics keep an 
average of 2,200 mentally sick veterans out of hospitals every 
year. A great number of these veterans are engaged in useful, 
productive work while receiving treatment and generally im- 
prove sufficiently to end their outpatient treatments. Only veter- 
ans with service-connected neuroses or psychoses may be treated 
in the VA’s mental hygiene clinics. The law does not permit the 
treatment of non-service-connected cases On an Outpatient basis. 


Training Program in Rehabilitation.—The Veterans Administra- 
tion has launched a residency training program in physical 
medicine and rehabilitation for its full-time career physicians. 
Prior service in the VA will not be a requirement for this train- 
ing as long as the obligated service contract is signed. Formal 
residency training will be provided at VA hospitals approved for 
such training by the American Medical Association and the 
American Board of Physical Medicine and Rehabilitation. Five 
VA hospitals have been designated to put this program into 
effect on a pilot basis. The hospitals are in Boston; the Bronx, 
N. Y.; Hines, Ill.; Houston, Texas; and Los Angeles. Selection 
of VA physicians will be restricted to physicians in intermediate 
or lower grades. To be eligible, physicians also must be approved 
by the manager and the deans committee of the training hospitals 
concerned. Contracts with physicians selected for this training 
will require that: for one year served in training, the obligated 
service shall be one additional year; for two years served in 
training, the obligated service shall be one and one-half addi- 
tional years; for three years served in training, the obligated 
service shall be two additional years. Application should be sent 
to the manager of the VA hospital in which the physician wishes 
to take his residency training. 


J.A.M.A., Aug. 20, 1955 


Changes in Hospital Managers.—Appointment of managers for 
Veterans Administration hospitals at Minot, N. D., and Lebanon, 
Pa., have been announced. Dr. Roland W. Hipsley, manager 
of the Minot hospital, has been transferred in the same position 
to the 1,065-bed hospital at Lebanon, succeeding Dr. James R. 
Glotfelty whose transfer to the VA hospital at Durham was 
announced recently. 


Personal.—Dr. Fred M. Patterson, Greensboro, N. C., has been 
appointed examining physician, chief grade, in the VA regional 
office in Columbia, S. C., and will assume his duties about 
Aug. 15. 


PUBLIC HEALTH SERVICE 


Allocation of Poliomyelitis Vaccine.—The voluntary plan for 
allocation of poliomyelitis vaccine, under which the states and 
territories will have the responsibility for its distribution, both 
through commercial and public agency channels, has gone into 
effect, the Department of Health, Education, and Welfare, 
announced, after the National Foundation for Infantile Paraly- 
sis announced that its immediate summertime needs had been 
met and that it would not require all of the last batch of polio- 
myelitis vaccine released for use. Under the voluntary plan 
each new batch of the vaccine will be allocated among the 
states as it becomes available. The states will then determine 
what proportion of their share is to go to public agencies and 
what amount will be distributed by the manufacturers through 
normal drug channels for use by private physicians. 

Allocations to the states will be based on each state’s propor- 
tion of children in the initial priority group, excluding children 
who have already been immunized under the program of the 
National Foundation for Infantile Paralysis. The current pri- 
ority age group of five through nine was recommended by the 
National Advisory Committee on Poliomyelitis Vaccine in May. 
For the country as a whole, these children are in the age group 
most susceptible to poliomyelitis. The department also an- 
nounced the first allocation to the states, consisting of 846,000 
cc. of vaccine. This is the amount remaining from the last batch 
of vaccine released by the Public Health Service after the cur- 
rent needs of the foundation had been met. Within all the states, 
officials have been designated by the governors to handle the 
problems of equitable intrastate distribution. The foundation’s 
announcement that its immediate summertime program will not 
require additional vaccine said that the manufacturers have 
agreed to make available some 3 million cc. of the vaccine in 
the fall so that the foundation can resume distribution of vaccine 
for immunization of children in the first and second grades in 
those states that have halted immunization for the summer. 


Manual of Tests for Syphilis—The Public Health Service has 
announced release of the 1955 edition of the Manual of Serologic 
Tests for Syphilis, which assembles the latest technical proce- 
dures to be observed in the performance of each of the reliable, 
evaluated serologic tests for syphilis now commonly employed 
in the U. S. Earlier editions have proved effective in developing 
the high degree of standardization of serologic testing procedures 
now evident in laboratories throughout the nation. The 106-page 
manual (Public Health Service Publication No. 411) is especially 
designed for use in laboratories. Copies may be obtained from 
the Superintendent of Documents, U. S. Government Printing 
Office, Washington, D. C. The price per single copy is $1.00. 


Monkeys for Research and Production of Antipoliomyelitis Vac- 
cine.—As a result of negotiations, the United States Mission to 
India and the United States Embassy in India have secured the 
agreement of the government of India to permit the continued 
exportation of rhesus monkeys for medical research and produc- 
tion of antipoliomyelitis vaccine. All needs must be certified by 
the U. S. government through the Public Health Service. Infor- 
mation concerning Public Health Service procedure and Cer- 
tificate of Need forms may be secured from: National Institutes 
of Health, Room 1012, Building T-6, Bethesda 14, Md. (Tele- 
phone number: OLiver 6-4000, Ext. 2748, Miss Parent). 
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COUNCIL ON INDUSTRIAL HEALTH 


The following text and tables are abstracted from a lengthier 
presentation to be issued separately by the Council on Industrial 
Health. The complete report will contain comprehensive data 
for 39 jurisdictions, covering both annual and 10 year base 
periods. Pertinent data relating to medical relations in work- 
men’s compensation together with a number of fee schedules 


will be incorporated. C. M. PETERSON, M.D., Secretary. 


SOME MONETARY ASPECTS OF WORK- 
MEN’S COMPENSATION EXPERIENCE 
IN THIRTY-NINE JURISDICTIONS 


A substantial deficiency in pertinent literature of the past has 
been the lack of comprehensive information on the trend of 
dollar losses incurred for indemnity and medical benefits under 
workmen's compensation. To meet this need, at least partially, 
the Council on Industrial Health has undertaken this study to 
provide the medical profession with a source book of factual 
information in practical nontechnical form on: (1) incurred 
losses for indemnity and medical benefits, (2) distribution of 
the premium dollar, (3) selected statutory and administrative 
provisions that may affect losses incurred, and (4) official medical 
fee schedules and related directives. Premiums earned are also 
included, since this is the factor to which losses incurred are 
usually compared. 

The selection of the 39 jurisdictions included in this study 
was governed solely by the availability of uniform statistical 
material from the most authoritative source. This source is the 
National Council on Compensation Insurance, which provided 
statistical tables by policy years for each jurisdiction on 
premiums earned, total number of compensable and non- 
compensable cases, total indemnity losses incurred, and total 
compensable and noncompensable medical losses incurred. Since 
the National Council is the official statistical agency of the 
insurance industry and the great majority of compensation 
insurance carriers report to it, the material supplied by this 
organization should be considered a comprehensive and accurate 
reflection of workmen’s compensation experience in these juris- 
dictions. The National Council on Compensation Insurance 
compiled this information for the latest 10 year period wherever 
available. No comparable information is available for the seven 
jurisdictions with exclusive state insurance funds nor for the 
four that do not report to the National Council; nor is com- 
parable and adequate information available from self-insurers in 
any jurisdiction. It is recognized that the inclusion of such in- 
formation would enhance the value of this study. The Council 
on Industrial Health hopes to prepare supplemental studies in 
these areas in the future. Meanwhile, it believes that the material 
contained herein is competent for the purposes of this study. 

Because much of the material in this study has been adapted 
from a number of recognized sources, these sources and a 
glossary have been listed in a separate section in lieu of extensive 
and repetitious footnotes. To avoid interspersing these in the 
text, all statistical tables have been placed together in a separate 
section, as have the official fee schedules and directives. This 
study is not intended to provide evaluations and comparisons 
of experience in individual jurisdictions. Such studies can best 
be made at the local level and on a regional basis; however, a 
few general comments can be made on the over-all picture as 
developed in this study. 


1. Cavin, B.: How the Premium Dollar Is Split Up, Casualty & 
Surety J. 15: 1-9 (Sept.) 1953. 
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GENERAL COMMENTS 

With the exception of 1951, workmen’s compensation has 
been a profitable business for the insurance industry from 1936 
to date. In 1947, 1948, and 1949 workmen’s compensation led 
all other casualty insurance lines in dollar profit. According to 
Best's Insurance Reports the remarkably good underwriting in 
these three years set the stage for rate decreases just at the time 
another round of inflation forced up medical and hospital costs. 
This combination of factors resulted in a temporary lapse into 
the red in 1951. The data in this study clearly indicate that 
medical losses incurred during base periods in all jurisdictions 
have increased substantially in dollar amounts, as have premiums 
earned, total losses, and indemnity incurred. 

The question of vital interest to everyone is, of course, whether 
medical losses incurred have and are increasing disproportion- 
ately to premiums earned and indemnity losses incurred. The 
limitations of this study do not permit a general answer to this 
question; however, an analysis of each jurisdiction, as presented 
in this compilation and combined with other appropriate factors, 
should provide partial clues. Among the factors that should be 
considered in making such a value judgment are changes in 
statutory or administrative provisions related to medical aid 
and indemnity occurring during the base periods, as well as 
insurance coverage and rates. 

The quality of medical services cannot be judged solely on 
the basis of dollar amounts incurred or paid for either indemnity 
or medical benefits for temporary or permanent disability. All 
too often this obvious fact is acknowledged and is then followed 
by an evaluation based largely, if not entirely, on these very 
standards. The preferred basis for evaluating the quality of 
medical services and the medical aid program includes the scope 
and volume of care, the degree of coordination of different 
services, and their continuity, timeliness, and balance that result 
in maximum rehabilitation of the disabled employee. Payments 
for medical benefits form by far the largest flexible expenditure 
in a workmen’s compensation system because: (1) indemnity 
payments are fixed by statute and are supervised by the ad- 
ministrative agency, and (2) the portion of the premium to be 
retained by the carriers is also fixed at a point that is supposed 
to cover the expense of securing and conducting the business 
and to provide for an underwriting profit. It appears likely that 
any surplus obtained by the carriers must come largely from 
ability to keep the expense of medical benefits below the level 
at which it is estimated for the purpose of rate-making and 
through the selection of risks, accident prevention, and adjust- 
ment of schedule and experience variations. 

An article by Bram Cavin,' associate editor, in the September, 
1953, issue of the Casualty and Surety Journal provided the 
following basic breakdown of the workmen’s compensation 
premium dollar: 


Cents 
Loss abd loss adjustment 65 
Inspection, exposure audit, and bureau 
General administration 


Underwriting profit and contingencies. 


~ 


tot 


Br Ge Se 


Mr. Cavin stated: “The table on page 6 shows the breakdown 
of the insurance dollar for the different lines of casualty in- 
surance. While the figures may vary from year to year, over a 
great many years the variations average out and the proportions 
of the premium dollar allocated to the various function are as 
indicated. There are also minor variations from the table in 
some states, but, on the whole, the table represents the basic 
breakdown of the premium dollar.” Although not included in 
Mr. Cavin’s article, loss and loss adjustment expenses for a 
number of years have been allocated approximately in the follow- 
ing manner: 


Loss and loss adjustment expemses............... 100% (65.5 cents) 
59% (38.3 cents) 


Claim adjustment expense.... 12  ( &.0 cents) 


| 

38 
5 

| 
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The principal source available on the distribution of medical 
losses in workmen’s compensation is the annual reports of the 
Bureau of Employees’ Compensation for fiscal years 1941-1952, 
This agency administers the Federal Employees’ Compensation 
Act in all workmen’s compensation jurisdictions, including those 
in this study. No fee schedule is used by the bureau except in 
those jurisdictions where one is officially recognized in other 
compensation cases. The statistical table section of this study 
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physicians’ and surgeons’ services, $30 for hospitals, and $4.50 
for other services. If the average medical share of the earned 
premium dollar for a similar period was 18.4 cents, approxi- 
mately 6 cents would be allocated for physicians’ and surgeons’ 
services, 11 cents for hospitals, and 2 cents for other services. 
It is interesting to note that in 14 of the jurisdictions included 
in this study the amount incurred for medical losses does not 
equal the amount allocated for production (acquisition of 


TaBLeE 1.—Workmen’s Compensation Experience of Insured Employers in Thirty-Nine Jurisdictions by Base Periods * 
(Premiums Earned and Losses and Indemnity Incurred *) 


Losses Incurred Indemnity Losses Incurred 
Premiums Earned — A 
———_—_——, Av. Av. Total Av. Av. Av. Case 
Period Period Ratio Share Period Ratio Share 
In- In- to of Total In- to ot In- 
Base Annual! crease, Annual crease, P.E., P.E.$, Annua erease, L.I., crease, 
m2 8 Jurisdiction Period Av.,$ % AV., % % Cents Av.,$ % Cents Av.,$% % 
x 1/1/42- 1/31/52 3,937,794 57 1,984,640 106 50 1,257,545 82 63 31.5 200 73 
oo” ee eee 1/1/42- 3/31/52 5,330,484 42 2,606,240 97 49 49 1,747,491 74 67 82.8 276 69 
a 1/1/42-12/31/51 83,943,458 137 46,623,876 208 56 56 29,406,477 202 63 35.8 468 76 
a | |. 1/1/42- 2/29/52 3,918,798 86 2,130,883 226 54 54 1,287,379 258 60 32.4 837 114 
Connecticut.......... 1/1/42- 7/31/52 13,635,557 164 8,190,771 140 60 60 6,303,244 150 65 39.0 420 69 
Dist. of Columbia... 1/1/42- 4/30/52 8,867 552 59 1,957,301 113 51 51 1,208,273 117 62 81.7 863 117 
8/1/42-12/31/51 10,087,034 200 5,958,684 265 59 59 3,480,336 242 58 34.2 197 1u4 
eee 1/1/42- 3/31/52 5,783,785 113 3,237,088 211 56 56 1,994,151 208 62 84.7 223 132 
a ere 1/1/438- 7/31/52 1,857,913 155 747,923 120 40 40 437,801 100 59 23.6 242 21 
1/1/42- 4/30/52 490,710 280 244,539 386 50 172,295 293 70 35.0 853 72 
1/1/48- 6/30/52 37,479,362 105 22 423 554 126 60 60 14,876,824 124 56 39.6 392 
rer rrr T 1/1/42- 4/30/52 18,210,032 100 7,221,885 116 55 55 4,665,151 111 65 35.7 298 113 
x rs 1/1/42- 7/31/52 6,284,528 191 8,248,079 239 52 52 1,807,584 287 5b 29.1 247 121 
1/1/42- 1/31/52 5,679,276 124 2,905,179 230 51 51 1,920,706 227 66 33.7 334 106 
x a eer 1/1/42- 4/30/52 5,865,678 107 2,804,379 159 48 48 1,842,25 152 66 81.7 802 128 
x 1/1/42- 5/31/52 14,010,928 165 8,135,806 270 5 58 5,878,127 262 72 41.8 376 171 
Pawn seciivesaces 1/1/43- 9/30/52 3,420,633 295 1,689,187 322 49 49 1,027,692 84 61 29.9 217 22 
a See 1/1/42- 6/30/52 9,236,979 78 4,949,737 201 5 54 3,450,126 207 70 37.8 313 186 
x Massachusetts....... 1/1,/42-12/31/51 33,384,365 147 19,556 377 224 59 59 13,392,665 260 68 40.1 405 236 
xX pe ee 1/1/42- 1/31/52 29,223,996 155 13,524,480 228 46 46 8,438,160 202 62 29.5 352 O38 
x 1/1, 42- 4/30/51 = 12,179,639 101 6,732 160 55 4,186,660 155 62 34.1 820 105 
1/1/49- 4/30/52 6,854,629 3,878,954 57 57 2,501,146 N.A. 64 36.5 816 
1/1/43-10/31/52 16,198,610 123 8,850,061 127 5d 5d 6,273,748 116 71 39.0 297 109 
ao a | 1/1/42- 3/31/52 847,881 125 432,112 161 bl 51 309,049 140 72 36.7 535 44 
1/1/42- 6/30/52 3,964,049 129 2,026,761 159 51 51 1,222,320 161 60 30.6 336 62 
x New Hampshire......  1/1/42- 6/30/52 2,827 ,482 105 1,477,954 128 52 52 936 ,028 111 63 32.8 224 7 
New Mexico.......... 1/1/42- 4/30/52 2,320,958 144 1,308,036 340 56 56 893,863 378 68 38.1 454 240 
x re 1/1/42-12/31/51 168,954,638 112 91 ,857 ,923 118 D4 54 67,453,179 117 73 39.4 661 68 
x North Carolina...... 8/1/42- 7/31/52 9,076,906 134 4,935,484 186 54 54 8,325,203 158 67 36.2 287 117 
| 1/1/48- 5/31/52 + =11,498,745 108 6,091,710 217 53 53 4,496,285 218 74 39.2 536 116 
x Rhode Island........ 1/1/48- 7/31/52 6,052,995 3 3,724,127 81 62 62 2,552,793 70 69 42.8 411 69 
x South Carolina...... 10/1/41- 9/30/51 5,321,695 123 2,843,547 77 53 53 2,103,378 60 74 39.2 256 93 
x South Dakota....... 1/1/42- 5/31/52 685,746 159 315,692 148 46 46 189,626 115 60 27.6 269 81 
x ee 1/1/42- 4/30/52 7,040,803 114 8,549,656 172 50 50 2,299,984 171 65 32.5 275 128 
x | ere 1/1/48-12/31/52 48,241,828 ls4 28,829,126 233 60 60 20,870,883 220 72 43.2 480 110 
7/1/44- 6/30/52 2,721,976 33 1,589,414 114 58 58 990,190 62 36.0 219 146 
x || ee 1/1/43- 8/31/52 1,378,303 103 774,812 133 56 56 472,976 126 61 34.2 231 9s 
x 0 1/1/42- 2/29/52 7,454,635 49 8,669,337 126 49 49 2,180,602 115 59 28.9 204 75 
x , a 1/1/42-12/31/51 18,983,725 M4 9,905,405 134 52 52 6,500 633 140 66 34.3 264 144 


*Data supplied by National Council on Compensation Insurance. 


+ Premiums earned: annual averages and period increases; losses and indemnity incurred: annual averages, period increases, and ratio to premiums 


carned and losses incurred. 


$x in column, 1—physician may be seleeted by employee; 2—medical benefits limited in time and/or amount; 3—official fee schedule; blanks—phyal- 
cian selected by employer, unlimited medical benefits, and no official fee schedule, 


contains the annual distribution of the bureau’s medical losses 
for the fiscal years 1941-1952. As may be seen from this table 
the average distribution for this period was: 


Physicians and surgeons......... 31% 
Other services (nursing, appliances, drugs, ete.)......... cane 9 


It may reasonably be assumed that trends, at least, can be 
established by the application of appropriate percentages to 
medical losses incurred in other workmen’s compensation cases. 
For example, the average medical loss incurred in a given juris- 
diction for the fiscal years 1941-1952 might be $50. By applying 
the bureau's data to this amount, $15.50 would be allocated for 


business) costs. This fact is especially noteworthy in the seven 
jurisdictions where the law is compulsory. 

While physicians’ and surgeons’ fees are frequently regarded 
as responsible for increased medical losses incurred, this is not 
borne out by the experience of the federal Bureau of Employees’ 
Compensation. The percentage of medical losses for physicians’ 
and surgeons’ fees has declined from 49% in 1941 to 25% in 
1952, with a low of 22% in 1945 and 1950. Hospitalization has 
absorbed an increasing amount, ranging from 40% in 1941 to 
65% in 1952, with a high of 72% in 1945. The amount for 
other services has varied from 11% in 1941 to 10% in 1951, 
with a high of 14% in 1946. It is generally thought that minimal 
medical losses incurred, and indirectly indemnity, are more 
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probable when the employer or carrier has the right of physician 
selection. Medical benefits limited in time and/or amount and 
official fee schedules are also considered “controlling factors.” 
The data in this study and several tests applied to them seem to 
prove conclusively that this is a misconception (table 3). There 


Various workmen's compensation administrative agencies pro- 
vided the Council with copies of official fee schedules and re- 
lated directives for the information of the medical profession. 
These and all other tables are presented as factual material. 
No endorsements or unfavorable comparisons between jurisdic- 


TABLE 2.—Workmen’s Compensation Experience of Insured Employers in Thirty-Nine Jurisdictions by Base Periods * 
(Medical Losses Incurred *) 


Av. Av. Compensable Noneompensable 
Total Ratioto Share of All Cases ‘ases Cases 
Total Period sses Premiums 
Base Annual Increase, Incurred, Earned $, Increase, Increase, Increase, 
2 8 Jurisdiction Period Av.,3% % % Cents Av.,$% % Vey % 7” % 
x BE Bicsecccsccecss 1/1/42- 1/31/52 727,095 156 87 18.5 21 69 67 166 11 33 
BE, 0066 vccessese 1/1/42- 8/31/52 858,749 153 83 16.2 34 72 99 136 12 67 
RZ OaBIOrmis......cccccee 1/1/42-12/31/51 17,217,399 218 37 20.7 (49)8 (52) (210) (108) (16) (38) 
1/1/42- 2/29/52 843,504 180 40 21.6 27 111 128 100 18 78 
Connecticut.....seeees 1/1/42- 7/31/52 2,887,427 122 35 21.0 (41) (55) (171) (83) (16) (38) 
District of Columbia... 1/1/42- 4/30/52 749,028 107 88 19.8 34 87 149 121 14 70 
KZ FIOTIAG,...cccc.ccceees 8/1/42-12/31/61 2,478,348 303 42 24.8 85 91 96 14 14 & 
1/1/42- 8/31/52 1,242,987 216 38 21.8 24 83 140 12 78 
staat casdidenke 1/1/43- 7/81/52 310,122 156 41 16.4 (87) (37) (121) (30) (16) (20) 
De Pris evctsticcasees 1/1/42- 4/30/52 197,941 798 30 15.0 40 139 105 182 16 100 
Peds csdccceveesies 1/1/48- 6/30/52 7,546,730 182 34 20.4 (29) (59) (181) (109) (14) (25) 
ee 1/1/42- 4/30/52 2,556,734 127 85 19.8 24 Of 108 142 10 75 
x ais d6ebseccewiseese 1/1/42- 7/31/52 1,440,495 189 44 22.9 (28) (46) (120) (160) (13) (00) 
1/1/42- 1/31/52 G84 464 235 17.3 29 73 106 139 13 36 
x ree 1/1/42- 4/30/52 962,125 172 34 16.3 27 106 100 179 12 fa) 
x eer 1/1/42- 5/31/52 2,257,679 280 28 16.2 37 186 102 217 14 40 
1/1/43- 9/30/52 661,495 39 19.1 32 48 96 113 13 25 
a eer 1/1/42- 6/30/52 1,499,611 188 30 16.2 29 121 6 198 18 80 
Massachusetts......... 1/1/42-12/31/51 6,163,712 166 82 18.9 N.A. N. A. 132 194 N. A, 
x 1/1/42- 1/81/51 5,086,320 273 38 16.5 27 112 128 155 12 100 
po 1/1/42- 4/30/51 2,545,663 168 88 20.9 83 137 13 60 || 
PTT Te 1/1/49- 4/30/52 1,377,808 N. A. 26 20.5 46 18 131 21 15 14 
1/1/43-10/31/52 2,577,214 160 29 16.0 80 100 158 12 78 
1/1/42- 3/31/52 123,063 223 28 14.8 37 159 134 G4 17 57 
1/1/42- 6/30/52 804,441 157 40 20.4 (33) (67) (159) (45) (14) (70) 
x New Hampshire........ 1/1/42- 6/30/52 541,926 160 87 19.2 82 100 91 174 12 50 
New Mexico............ 1/1/42- 4/30/52 414,174 261 32 17.9 8& 129 141 203 15 58 
x - See 1/1/42-12/31/51 24,404,744 120 27 14.6 100 174 oD 17 57 
x North Carolina........ 8/1/42- 7/31/52 1,610,282 255 33 17.8 24 113 92 228 10 63 
Oklahoma..... er 1/1/43- 5/31/52 1,595,426 214 26 18.8 38 §1 129 135 15 i) 
x Rhode Island.......... 1/1/48- 7/81/52 1,171,334 109 31 19.2 (58) (77) (167) (103) (18) (50) 
x South Carolina........ 10/1/41- 9/80/51 740,169 126 6 13.8 oR 76 65 162 11 ga 
x South Dakota......... 1/1/42- 6/31/51 126,065 206 40 18.4 30 86 109 198 14 ie) 
x 1/1/42- 4/30/52 1,249,816 174 35 17.5 23 158 11 56 
x er 1/1/48-12/31/62 7,958,243 269 28 16.8 37 100 126 2 15 64 
7/1/44- 6/30/52 599,225 146 38 22.0 36 64 Us 199 13 60 
x 1/1/43- 8/31/52 801 ,836 144 39 21.8 26 100 97 139 75 
x 1/1/42- 2/29/52 1,488,734 148 41 20.1 28 71 129 2 
x 1/1/42-12/31/51 8,404,772 1% 84 17.7 30 100 145 2 78 


* Data supplied by National Council on Compensation Insurance. 


+ Annual averages, period increases, and ratios to premiums earned and losses incurred. 
?x in column, 1—physician may be selected by employee; 2—medical benefits limited in time and/or amount; 3—official fee schedule; blanks—physt- 
clan selected by employer, unlimited medical benefits, and no official fee schedule. 


§ Dat 


a in parentheses for: 


| Nebraska—1/1/46-6/30/52, Rhode Island—1/1/46-7/31/52. 
Estimated. 


California—1/1/45-12/31/51, Connecticut—1/1/45-7/81/52, 


TaBLeE 3.—Effect of Medical Control Factors on Medical and Indemnity Losses Incurred 


Hawaii—1/1/46-7/31/52, Ilinois—1/1/46-6 30/52, Towa—1/1/42-7/31 52, 


Incurred Losses 


Medical % 


Medieal % 


1 


Physician 
ted by 


lee 
mployee 


2 


Physician 
Selec by 
Employer 


100 


8 4 6 
Unlimited Limited No Official Official 

edical Medical Fee ee 
Benefits Benefits Schedule Schedule 

Means (Averages) for All Base Periods 

100 100 100 100 

34 36 385 34 

66 65 

Medians for All Base Periods 

100 100 100 100 

37 34 34 34 

68 66 65 


7 ~ 
Columns Columns 
1, 3,5 2, 4,6 
1%) 100 
34 85 
66 65 
100 100 
34 35 
6 65 


js no apparent relation between low dollar amounts for medical 
losses incurred and any one or combination of the three “con- 
trolling factors.” Nor do these “controlling factors” appear to 
affect any upward trend in medical losses incurred. Indeed, there 
are definite indications that the contrary may be true. 


tions by the Council have been intended or should be implied. 
If this study stimulates a more thorough understanding of some 
monetary aspects of workmen’s compensation, it will have served 
the purpose for which it was intended by the Council on 


Industrial Health. 


| 
34 36 
66 G4 
100 100 
67 65 
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MEDICINE AND THE LAW 


BLOOD TRANSFUSION—SALE OR SERVICE 


The Uniform Sales Act has been adopted in toto or in sub- 
stance in almost every state. The statutory provisions contained 
therein are, in most particulars, a codification of business prac- 
tices that developed under the Common Law and under custom 
and usage in Common Law jurisdictions. This act provides, 
among other things, that if a buyer makes known to a seller, 
either expressly or by implication, the particular purpose for 
which the goods sold are required and if it then appears that 
the buyer relies on the special skill or judgment of the seller in 
furnishing these goods, there will exist an implied warranty 
that the goods shall be reasonably fit for the purpose indicated. 
This warranty, plus a warranty that the goods shall be of 
merchantable quality, exists under the laws of the state of New 
York.! In a recent case decided by the Court of Appeals of 
New York,” the plaintiff attempted to apply this warranty con- 
cept to a blood transfusion. 

In her complaint, the plaintiff alleged that while she was 
receiving medical care and treatment as a pay patient in the 
Beth David Hospital, she received a blood transfusion; that the 
blood used in the transfusion was sold to her by the hospital 
for $60; that the hospital knowing the purpose for which the 
blood was to be used and upon whose “skill and judgment” the 
plaintiff “relied,” warranted by implication that the blood was 
“fit” for such intended purpose, was of “merchantable quality,” 
was pure and harmless, and contained no injurious substances, 
agents, viruses, germs or impurities. The plaintiff further alleged, 
however, that the blood was not fit or of merchantable quality; 
it contained jaundice viruses, and she became afflicted with 
homologous serum jaundice. The plaintiff sued for damages 
resulting from the transfusion, not on grounds of negligence, 
but on the theory that the supplying of blood for the transfusion 
was a sale of blood from the hospital to her and was subject to 
the implied warranty previously mentioned. 

Was there, asked the Court of Appeals, a vendor-vendee 
relationship between the hospital and the plaintiff, one of its 
pay patients? To answer this question, the court first found it 
necessary to consider the true function of a hospital and the 
true relationship existing between a hospital and its patients. 
A hospital, said the court, is devoted to the care and healing of 
the sick. Not only does it gather in its wards “a company of 
skilled physicians and trained nurses” and place their services 
“at the call of the afflicted” but it also offers to patients “the 
benefit of facilities” and equipment, developed through medical 
science, “that would not otherwise be available.” The essence 
of the contractual relationship between hospital and patient is 
readily apparent; the patient bargains for, and the hospital agrees 
to make available, the human skill and physical materials of 
medical science to the end that the patient’s health be restored. 
Concepts of purchase and sale cannot separately be attached to 
the healing materials—such as medicines, drugs, or blood— 
supplied by the hospital, for a price, as part of the services it 
offers. That the property or title to certain items of medical 
material may be transferred, so to speak, from the hospital to 
the patient during the course of medical treatment does not 
serve to make each such transaction a sale. “Sale” and “transfer” 
are not synonymous, and not every transfer of personal property 
constitutes a sale. When service predominates and transfer of 
personal property is but an incidental feature of the transaction, 
the transaction is not deemed a sale within the Uniform Sales 
Act. 

The supplying of blood by the hospital was entirely sub- 
ordinate to its paramount function of furnishing trained person- 
nel and specialized facilities in an endeavor to restore the plain- 
tiff’s health. It was not blood—or iodine or bandages—for which 
the plaintiff bargained, but for the knowledge of the hospital 
staff and the availability of hospital facilities to provide whatever 
medical treatment was considered advisable. The conclusion is 
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evident that the furnishing of blood was only an incidental and 
a secondary adjunct to the services performed by the hospital 
and, therefore, was not within the provisions of the Uniform 
Sales Act. The fact that the treatment might have come from a 
physician, while the blood came from the hospital, is of no 
operative consequence; it is the transaction regarded in its 
entirety that must determine its nature and character. In further 
support of its conclusion, the Court of Appeals noted, by way 
of analogy, that a contract to paint a picture is not a sale of 
a piece of canvas, a contract to construct a highway is not a 
sale of gravel, a contract by an optometrist to test and prescribe 
glasses is not a sale of eyeglasses, and rendering of care by a 
dentist is not a sale of crowns or false teeth. 

Having, therefore, determined that the furnishing of blood 
for a transfusion is a service rather than the sale of a com- 
modity, the Court of Appeals went on to speculate a little bit 
on how the contention of the plaintiff, if sustained, would affect 
the liability of a physician and hospital. If, said the court, the 
supplying of blood—or the furnishing of any other medical 
aid—by a hospital is said to be a sale, it would mean that the 
hospital, no matter how careful, no matter that the disease- 
producing potential in the blood could not possibly be dis- 
covered, would be held responsible, virtually, as an insurer, if 
anything happened to the patient as a result of “bad” blood. 

According to the complaint, the blood administered to the 
plaintiff was “contaminated” with jaundice viruses, with the 
result that she was afflicted with homologous serum jaundice. 
Informed opinion states that there is neither a means of detect- 
ing the presence of the jaundice-producing agent in a donor's 
blood nor a practical method of treating the blood to be used 
for transfusion so that the danger may be eliminated. Whether 
that is so, it is a fact that, if the transaction were to be deemed 
a Sale, liability would attach irrespective of negligence or other 
fault. The art of healing frequently calls for a balancing of risks 
and dangers to a patient. Consequently, if injury results from 
the course adopted, where no negligence or fault is present, 
liability should not be imposed upon the institution or agency 
actually to save or otherwise assist the patient. 

The Court of Appeals accordingly concluded that the use of 
blood for a blood transfusion in a hospital did not constitute 
the sale of blood to the patient by the hospital and that the 
patient was therefore not entitled to recover damages from the 
hospital for injuries sustained as a result of the use of con- 
taminated blood. 


1. Personal Property Law, McK. Consol. Laws, chapter 41, section 96, 
subdivisions 1 and 2. 


2. Perlmutter vy. Beth David Hospital, 123 N.E. (2d) 792. 


Mitral Valvuloplasty—A study is reported of various factors 
that affect the late results in patients with mitral stenosis oper- 
ated by mitral valvuloplasty. This study is based chiefly on a 
follow-up of the first 500 patients. Seventy-eight per cent of the 
patients surviving operation showed significant and usually per- 
sistent improvement over the period of observation, which aver- 
aged 22 months. The factors which led to good results were 
(1) age over 40; (2) auricular fibrilation; (3) associated aortic 
valve disease; (4) associated mitral insufficiency of moderate de- 
gree or more; (5) a preoperative valve size of more than 1.0 
sq. cm.; (6) a postoperative valve size of less than 2.5 sq. cm.; 
(7) calcification of the mitral valve. Even in the less successful 
categories the over-all results were still good in a majority of 
the patients. Poor late results occurred in direct proportion to 
the number of adverse factors present. . . . The procedure 
appears to protect substantially against late peripheral emboli- 
zation, although the incidence of operative emboli is somewhat 
greater in patients who have had previous emboli than in the 
groups as a whole. Good end results depend on intelligent and 
careful selection of patients and on the quality of the valvulo- 
plasty performed by the surgeon.—L. B. Ellis, M.D., and D. E. 
Harken, M.D., Factors Influencing the Late Results of Mitral 
Valvuloplasty for Mitral Stenosis, Annals of Internal Medicine, 
July, 1955. 
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Cardiac Hypertrophy and Insufficiency of Unknown Etiology: 
A Clinical and Pathologic Study of Ten Cases. S. K. Elster, H. 
Horn and L. R. Tuchman. Am. J. Med. 18:900-922 (June) 1955 
[New York]. 


The authors collected from the 1937 to 1952 postmortem files 
of the Mount Sinai Hospital of New York the records of all 
patients with enlargement of the heart. Their aim was to find 
cases that could not be ascribed to the usual causal factors. They 
found 10 patients with cardiac hypertrophy and myocardial 
failure in whom conventional etiological factors, such as rheu- 
matic fever, hypertension, syphilis, arteriosclerosis, broncho- 
pulmonary disease, and congenital abnormalities, were excluded. 
The clinical course of these patients was rapidly progressive and 
fatal, and frequently complicated by recurrent pulmonary and 
systemic thromboembolism. At autopsy the hearts showed strik- 
ing hypertrophy. Degenerative muscular changes, focal necrosis, 
and patchy fibrosis were found predominantly subendocardially 
and endocardially, frequently associated with mural thrombosis. 
There were no significant abnormalities of the pericardium, coro- 
nary arterial tree, cardiac valves, or aorta. A brief review of 
Similar cases previously described is presented, but none of the 
causes heretofore suggested as primarily responsible for this 
syndrome are believed by the authors to have been established. 
Myocardial anoxia, a concomitant of the marked hypertrophy 
and dilation, is believed to be an important factor in the intensi- 
fication of the intracardiac abnormality. The authors believe 
that this entity should be considered in all patients with cardiac 
hypertrophy in whom the usual causes cannot be established. 


The Relationship Between Renal Blood Flow, Glomerular Filtra- 
tion Rate and Sodium Excretion, Cardiac Output and Pulmonary 
and Systemic Blood Pressures in Various Heart Disorders. 
L. Werko, J. Ek, E. Varnauskas and others. Am. Heart J. 49: 
823-837 (June) 1955 [St. Louis]. 


The cardiac output and blood pressures in the pulmonary 
and systemic circulation were determined simultaneously with 
the renal clearances for inulin and p-aminohippurate in 146 
patients with various heart disorders. Of the 146 patients, 34 
had congenital heart disease, 7 primary pulmonary disease, 4 
constrictive pericarditis, 2 polycythemia, 15 hypertensive cardio- 
vascular disease, 12 aortic valvular disease, and 72 mitral valvu- 
lar disease. The same values were determined both at rest and 
during exercise in most patients. In some patients the study was 
repeated after surgical correction of the heart lesion. In some 
patients determinations were repeated several times during the 
intravenous infusion of isotonic dextrose solution at a rate of 
about 25 cc. per minute. The renal blood flow was lower than 
normal in all patients with cardiovascular disease, roughly pro- 
portional to the severity of the heart disease. The decreased 
renal blood flow was usually observed together with decreased 
stroke volume, but elevated renal venous pressure seemed to 
contribute to the decreased blood flow not at all or only a little. 
Studies during exercise also pointed to the minor importance of 
the elevated venous pressure for the renal changes. The renal 


The place of publication of the periodicals appears in brackets preceding 
each abstract. 

Periodicals on file in the Library of the American Medical Association 
may be borrowed by members of the Association or its student organi- 
zation and by individuals in continental United States or Canada who 
subscribe to its scientific periodicals. Requests for periodicals should be 
addressed “Library, American Medical Association.”’ Periodical files cover 
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American Medical Association are not available for lending but can be 
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blood flow increased to normal when a patient with patent ductus 
arteriosus underwent surgical correction and toward normal in 
a patient with auricular septal defect and pulmonary stenosis 
when the defect was closed. When patients with mitral stenosis 
were operated on, the renal blood flow showed variable changes, 
although a slight increase usually was observed when the pulmo- 
nary circulation was improved. When isotonic dextrose was in- 
fused rapidly, the renal blood flow increased to normal in 
patients with mitral stenosis or pulmonary fibrosis. The sodium 
excretion increased successively to several times the basal value. 
This reaction was observed likewise in patients with arterial 
hypertension but not in normal persons. The authors’ observa- 
tions indicate that patients with heart disease prone to develop 
congestive failure, long before any signs of failure have appeared, 
exhibit changes in renal circulation and altered sodium handling 
by the kidneys. 


Ventricular Aneurysms of the Heart: Preliminary Report on 
Some New Clinical Signs. R. J. Vakil. Am. Heart J. 49:934- 
937 (June) 1955 [St. Louis]. 


In a recent study of 20 patients with proved ventricular 
aneurysm of the heart the following clinical signs, hitherto un- 
described in the literature, were discovered. Of the 20 patients, 
10 had an anomalous location of the cardiac impulse. A very 
wide or diffuse systolic thrust or pulsation, forcible and heaving 
in character, was observed and felt at the level of the fourth 
left intercostal space, halfway between the left parasternal and 
midclavicular lines. Thirteen patients had a myotonic cardiac 
impulse; four a double thrust or reduplicated impulse; six a 
wavy impulse or cardiac shudder; two a heaving, up-and-down 
movement of the left costal margin; nine a stony dulness over 
the precordium; and five a loud, long, musical, or “cooing” sys- 
tolic-diastolic murmur. These signs, which are likely to facilitate 
recognition of ventricular aneurysm during life, are briefly de- 
scribed in the hope of stimulating further investigation. 


Diabetes Insipidus: Discussion, Including Reexamination of the 
Site and Mode of Action of the Antidiuretic Hormone. A. G. 
White, J. Mt. Sinai Hosp. 22:15-23 (May-June) 1955 [New 
York]. 


Of 219 cases of diabetes insipidus 23.3% were primary 
and 76.7% secondary to some detectable disease. The essential 
symptoms of diabetes insipidus are excessive thirst, polyuria, 
and the excretion of urine of low specific gravity. Other signs 
and symptoms depend on: (1) the underlying disease, where 
one exists, and (2) the supervention of dehydration that occurs 
in the untreated patient when the intake of fluids does not keep 
pace with the output. It is generally agreed that the excessive 
thirst is secondary to the polyuria, but this does not exclude the 
possibility that excessive thirst may occur as a primary symp- 
tom after trauma or disease of the central nervous system. Data 
are cited to suggest that the antidiuretic hormone may act not 
only on the distal portion of the renal tubule, as postulated 
hitherto, but also on the proximal tubule of the nephron by 
altering the osmotic activity of solutes so that they carry along 
with them at least twice as much water in the patient with 
diabetes insipidus as they would during diuresis in hydropenic 
subjects. 


Fat Embolism in Diabetic Patients Without Physical Trauma. 
S. P. Kent. Am. J. Path, 31:399-403 (May-June) 1955 |Ann 
Arbor, Mich.|. 


Fat embolism is usually thought of as related to trauma, espe- 
cially traumatic fractures of bones, but fat embolism has been 
reported in patients with various diseases unrelated to trauma, 
particularly in diabetic patients. To determine whether the fat 
emboli found in diabetic patients could be distinguished from 
those found in traumatic cases, and whether the sustained 
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lipemia often associated with diabetes mellitus predisposes such 
patients to the development of fat emboli, the lungs of 53 dia- 
betic patients who had not received known physical trauma 
within three weeks of death were examined for fat emboli. Fifty- 
three consecutive, nontraumatic, nondiabetic patients served as 
controls. Fat emboli were found in 24 of 53 diabetic patients, 
and the control series included 11 persons with emboli. Thus 
while fat emboli were found in both groups, the percentage of 
patients with fat emboli was much higher in the diabetic group. 
The fat emboli were usually few in number in those patients who 
had them and were prebably of no clinical significance. They 
could not be differentiated from fat emboli found in patients 
with trauma. The five diabetic patients who had more abundant 
emboli were all in poor metabolic control. Four died in diabetic 
coma. The other patient was admitted in hypoglycemic shock 
and died a few hours later. These five probably had lipemia of 
some degree, as lipemia is usually more common and more 
severe in poorly regulated diabetic patients. The higher inci- 
dence of fat emboli in this limited series of diabetic patients 
does not necessarily implicate lipemic serum as the source of 
the fat emboli in these patients. 


Regurgitation Type of Jaundice During Prolonged Therapy with 
Chlorpromazine. R. E. Lemire and R. A. Mitchell. A. M. A. 
Arch. Int. Med. 95:840-845 (June) 1955 [Chicago]. 


While receiving chlorpromazine therapy for various reasons, 
three patients showed protracted jaundice with laboratory find- 
ings compatible with obstruction of the extrahepatic biliary 
tract but with no systemic manifestations except pruritus. The 
liver was palpable in only one patient, All had hyperbilirubi- 
nemia, elevated alkaline phosphatase, and normal cephalin- 
flocculation determinations. Evidence of probable mild pa- 
renchymal damage was noted in the slight elevation of the thymol 
turbidity in one and in the serum globulin in two of the patients. 
Cholesterol determinations in two of the patients gave normal 
findings in one and hypercholesterolemia with decrease in the 
cholesterol esters in the other. Surgical jaundice could not be 
excluded by laboratory or clinical studies, and all three patients 
underwent operation, with no findings of obstruction in two. 
In the third patient the prior existence of a transitory stone in 
the common bile duct could not be completely excluded. Liver 
biopsies in two patients showed inflammatory cell infiltration 
within the lobule, minimal liver cell changes, and bile plugging 
of the bile canaliculi. There was a slight increase in the cellu- 
larity of the portal triads, with no evidence of obstruction of 
the larger biliary channels. The mechanism of this complication 
is unknown. 


Posthepatitic Syndrome. L. Kallai. Gastroenterologia 83:77- 
99 (No. 2) 1955 (In English) [Basel, Switzerland]. 


Of 42 patients with hyperbilirubinemia, 31 had a history of 
previous manifest hepatitis, while in the remaining 11 such data 
were lacking. The clinical aspect of the 42 patients was char- 
acterized by a chronic or intermittent jaundice accompanied by 
subjective symptoms such as fatigue, exhaustion after work, pain 
below the right costal margin, nausea, lack of appetite, and loss 
of weight. The only abnormal finding was a more or less marked 
steatosis. The great similarity of symptoms and of the biochemi- 
cal and microscopic findings in those patients with the 
posthepatitic syndrome and those with so-called chronic hyper- 
bilirubinemia was striking. Since the posthepatitic syndrome can- 
not be differentiated from so-called chronic hyperbilirubinemia, 
one may assume that the latter condition is a complication or 
sequela of the anicteric form of infectious hepatitis. 


Clinical Studies of Triethylenethiophosph ide in the Treat- 
ment of Inoperable Cancer. H. Shay and D. C. H. Sun. Cancer 
8:498-511 (May-June) 1955 [Philadelphia]. 


+hi 


Triethy! phoramide (thio-TEPA) is a new nitrogen- 
mustard-like compound that can be administered intramuscu- 
larly, intravenously, or locally into tumor nodules without any 
immediate untoward effects. It was given to 47 patients with 
inoperable recurrent or metastatic cancer no longer suitable for 
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surgery or responsive to roentgen ray and/or other therapy. The 
12 patients with carcinoma of the breast had been treated 
initially with radical or simple mastectomy, and when recur- 
rences or metastatic lesions developed, they usually responded 
temporarily to combined roentgen ray, testosterone, and/or 
castration therapy. After that thio-TEPA was tried. Six of these 
patients experienced regression of enlarged nodes and tumor 
nodules that continued for 2 to 12 months; four showed no 
definite improvement; and the remaining two did not receive 
enough thio-TEPA to warrant an evaluation of its action. Two 
of three patients with carcinoma of the ovary, and each of two 
patients with widespread malignant melanoma showed tempo- 
rary regression on treatment with thio-TEPA. Only slight or no 
improvement from thio-TEPA therapy was observed in seven 
patients with carcinoma of the lung, two with carcinoma of the 
larynx, three with carcinoma of the esophagus, four with car- 
cinoma of the stomach, two with carcinoma of the colon, three 
with carcinoma of the sigmoid, four with carcinoma of the 
rectum, one each with carcinoma of the small intestine, prostate, 
thyroid, and biliary tract, and one with malignant hepatoma. 
During administration of thio-TEPA, leukocyte counts should 
be made daily and a complete blood count including a platelet 
count weekly. Injections of thio-TEPA should be given daily if 
conditions permit. The size of any one dose and the intervals 
between the injections are guided by the hematological response. 
The following dosage schedule seems to be safe. One milligram 
of thio-TEPA is given intravenously for every 1,000 white blood 
cells. The maximum dose for any single daily injection should 
not exceed 10 mg. If the leukocyte count is 3,500 per cubic 
millimeter or less, no drug is given. Should the platelet count 
drop to 150,000 per cubic millimeter, or should there be a sud- 
den drop in the erythrocyte count and hemoglobin level, thio- 
TEPA should be withheld and a bone marrow aspiration done. 
In patients with roentgenographic or other evidences of bony 
metastasis or in patients with infection, thio-TEPA should be 
given with caution. Bone marrow studies should be made fairly 
frequently, and if the marrow aspirate is hypocellular the therapy 
should be discontinued until another bone marrow aspirate 
shows a normal cellular activity. 


Triethylenethiophosph ide in the Treatment of Chronic 
Leukemia. ol J. D. Zarafonetis, H. Shay and D. C. H. Sun. 
Cancer 8:512-522 (May-June) 1955 [Philadelphia]. 


Nine patients with chronic granulocytic leukemia and two 
with chronic lymphocytic leukemia were treated for intervals 
up to 20 months with triethylenethiophosphoramide (thio- 
TEPA). Clinical and/or hematological remissions were induced 
in all of the subjects but were of varied duration despite con- 
tinued therapy. The drug was effective whether administered 
orally, intravenously, or intramuscularly. For intravenous or 
intramuscular administration it was dissolved in sterile physio- 
logical sodium chloride solution in a concentration of 10 mg. 
per cubic centimeter. It was then passed through a sintered glass 
filter, tested for sterility, and stored in rubber-capped vials at 
4 C. The usual parenteral dose was 2 to 10 mg., but as much 
as 25 mg. was given on occasion. For intravenous therapy the 
stock solution was further diluted in 10 cc. of sterile isotonic 
sodium chloride solution. Later this step became optional, as 
it was found that the 10 mg. per cubic centimeter concentra- 
tion of thio-TEPA gave no local irritation either on intravenous 
or intramuscular injection. Tablets for oral administration were 
provided in S-mg. and 10-mg. sizes. Patients received thio- 
TEPA by injection or in tablet form, usually daily at first and 
later at longer intervals, depending on the hematological find- 
ings during the course of treatment. All of the subjects had 
complete pretreatment blood examinations and, with one ex- 
ception, pretreatment bone marrow studies. Blood studies were 
repeated almost daily, and bone marrow aspirations were re- 
peated at appropriate intervals throughout treatment and dur- 
ing the follow-up period. Temporary bone marrow depression 
was observed in eight of the patients, but no other untoward 
side-effects were observed. Thio-TEPA is of value in the man- 
agement of chronic leukemia. 
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Local Treatment of Tuberculous Empyema and Colliquative 
Tuberculosis of Soft Tissue Parts. F. Muhar. Wien. med. 
Wehnschr. 105:395-396 (May 14) 1955 (In German) [Vienna, 
Austria]. 


A new proprietary preparation, “Substance VI,” an amide of 

b Ifonic acid, was used on 23 patients with 
tuberculous empyema and 60 patients with colliquative tubercu- 
losis of the skin. In the patients with empyema, the empyema 
cavity was irrigated with a 1% solution of Substance VI, and 
after removal of fluid by puncture, irrigation was repeated two 
to three times, and then 200 to 300 cc. of the solution were left 
in the empyema cavity for two or three hours. In one patient 
with a particularly thick-walled empyema pocket, 500 cc. of 
1% solution of Substance VI were left in the cavity for 24 hours. 
The patient was under constant control since hemolysis had 
been observed in blood slides with a concentration of 0.3% or 
more of Substance VI. The cavity in this patient was sterilized 
within 24 hours, but as a rule the drug was left only for three 
hours in the cavity in order to prevent complications. Four of 
the 23 patients received local treatment with Substance VI ex- 
clusively, and the other patients were given streptomycin, 
amithiozone, p-aminosalicylic acid, and later isoniazid orally or 
parenterally in addition to local treatment with Substance VI 
for a short time at least. In the course of local therapy with 
Substance VI the exudate turned watery and the cavity became 
smaller in size until it disappeared completely. In two patients, 
however, the exudate remained purulent and thick, although the 
size of the cavity became smaller; the residual cavity disappeared 
as the result of instillation of streptomycin and amithiozone. 
Most of the patients with colliquative tuberculosis of the skin 
had changes in the area of the thoracic wall with residues of a 
pleurisy that had occurred years or even decades earlier. The 
main manifestations consisted of nodes in the soft tissues, which 
partly had softened, and frequently of systems of fistulas, which 
undermined the thoracic wall. The fistulas were explored with 
a catheter and irrigated with a 1% solution of Substance VI 
for about 15 minutes. Within one week the penetrating odor 
subsided and the amount of secretion diminished. Irrigation of 
the fistular system every second day for several weeks proved 
satisfactory. Although good results were obtained with Sub- 
stance VI alone, closure of the fistulas was obtained in a sur- 
prisingly short time by combined treatment with instillation of 
small depots of streptomycin in the wall of the fistular canal. 
Management of perforated or nearly perforated nodules con- 
sisted of excision of necrotic skin and of instillation of 0.3 gm. 
of Substance VI powder into the resulting crater. 


Is Amebiasis a Controllable Disease? O. J. Blende. Northwest 
Med. 54:609-618 (June) 1955 |Seattle, Wash.|. 


The so-called chronic cyst passer may exhibit few or no sig- 
nificant symptoms, or his infection may be characterized by 
intermittent episodes of constipation or diarrhea. In others, the 
diarrhea may be relatively severe and the stools contain varying 
amounts of blood and mucus. Acute amebic dysentery is not 
infrequent in the tropics but is less common in temperate zones. 
Any of the clinical types of this infection may be followed by 
amebic hepatitis, acute or chronic amebic abscess of the liver, 
and less frequently abscesses in other organs. Outbreaks in 
Chicago and one in England demonstrated that amebiasis is 
a controllable disease. The only true scurce of infection is man. 
The possible modes of transmission are chiefly uncooked vege- 
tables, contaminated water supplies, and the human carrier. All 
of these can be controlled. Observations on endemics in mental 
institutions demonstrated the necessity of personal hygiene and 
the danger of direct infection by fecal contamination. After 
mass treatment of 341 patients, only two needed additional treat- 
ment to obtain negative stools. Greater zeal is necessary in the 
protection of water supplies, particularly in the distribution 
system, since in one outbreak back siphonage from toilets, drain- 
age from a defective sewer over the unclosed water cooler, and 
direct cross connections between sewer lines and water supply 

were found. 
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Anaemia in Systemic Diseases. M. C. Verloop. Acta med. 
scandinav. 151:367-380 (No. 5) 1955 (In English) [Stockholm, 
Sweden]. 


The causes of anemia were investigated in 43 patients, in- 
cluding 15 with chronic lymphocytic leukemia, 7 with chronic 
granulocytic leukemia, 4 with chronic erythremia or erythro- 
leukemia, 4 with myelosclerosis and myeloid metaplasia, 11 with 
Hodgkin’s disease, and 2 with subacute malignant reticulosis. 
A large percentage of patients showed pathological hemolysis; 
the most accurate methods of demonstrating this hemolysis 
were quantitative determination of fecal urobilinogen and de- 
termination of the survival time of transfused erythrocytes. The 
number of patients with a symptomatic hemolytic anemia in 
whom abnormal autoantibodies could be found was strikingly 
low. The abnormal erythropoiesis of these patients is not nec- 
essarily the only cause of their hemolysis. Normal transfused 
red blood cells also frequently disappear far too rapidly from 
the circulation. It must be assumed that abnormal activity of 
the spleen is an important factor in this mechanism, even with- 
out abnormal antibodies in the blood. The pathological hemo- 
lysis appears to be due, then, to the formation of erythrocytes 
with a reduced survival time and removal by the pathologically 
altered spleen of both homologous and transfused red blood 
cells. It is advisable to examine all patients with systemic dis- 
eases and anemia for abnormal hemolysis. The author believes 
that this hemolysis is extremely common in erythremia or 
erythroleukemia and in myelosclerosis with extramedullary 
hemopoiesis. Hemolytic anemia occurs far more frequently in 
lymphocytic leukemia than in granulocytic leukemia. Cortico- 
tropin and cortisone can cause striking improvement in the ab- 
normal hemolysis not only in patients in whom abnormal 
autoantibodies have been demonstrated, but also occasionally 
in the absence of these antibodies. Splenectomy should be re- 
served for those few patients with a critical hemolytic anemia 
who respond not at all or insufficientiy to hormone therapy. 
This study concerns cases of chronic leukemias only, but it has 
been recently shown by Schapira and co-workers that the anemia 
in patients with acute leukemia may often be the result of an 
abnormal hemolysis. 


SURGERY 


Ventricular Septal Defect: Clinical and Hemodynamic Patterns. 
S. G. Blount Jr., H. Mueller and M. C. McCord. Am. J. Med. 
18:871-882 (June) 1955 |New York]. 


At the cardiovascular laboratory in Denver the diagnosis of 
isolated ventricular septal defect was made on clinical grounds 
in 63 of 580 patients with congenital cardiovascular disease. 
Cardiac catheterization was performed in 32 of these. The re- 
sulting physiological data confirmed the clinical impression in 
21 patients. Evidence of an isolated ventricular septal defect 
was afforded by cardiac catheterization in two patients, in whom 
a diagnosis of pulmonary hypertension of unknown origin had 
been made. Twenty-three patients, therefore, presented conclu- 
sive evidence of an isolated ventricular septal defect and repre- 
sent the basis for the present report. The patients ranged in age 
from 2 to 36 years. Analysis of the physiological data lead to 
the conclusion that the size of the ventricular defect was the 
sole factor determining the clinical findings. The physiological 
findings noted in four patients were compatible with the con- 
genital anomaly that has been designated Eisenmenger’s com- 
plex, namely, the presence of a systolic pressure in the right 
ventricle and pulmonary artery equal to or exceeding that in 
the systemic circuit, thereby resulting in a right-to-left shunting 
of blood. The authors think of the Eisenmenger complex not 
as an anatomic entity but as a stage in the natural history of 
the ventricular septal defect. Evaluation of the hemodynamic 
data of four other patients further supported this concept. These 
patients had marked pulmonary hypertension, closely approxi- 
mating the systemic pressure, with extremely high pulmonary 
vascular resistances. The hemodynamic pattern of this group 
of patients differed from that in the first group of patients only 
by the absence of a definite right-to-left shunt at the time of 
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catheterization, but cyanotic episodes with exertion were re- 
ported in three of these latter patients indicating intermittent 
right-to-left shunts. Thus the physiological changes in these two 
groups of patients differed only in degree. A distinctly different 
hemodynamic pattern characterized by moderate pulmonary 
hypertension and greatly increased pulmonary artery blood flow 
was noted in a third group. These patients had relatively large 
ventricular septal defects but had not developed changes de- 
creasing the cross sectional area of the pulmonary vascular bed. 
Such changes may occur as the disease progresses, the patient 
ultimately presenting a clinical and physiological picture similar 
to that of the first two groups. A fourth group of patients showed 
little derangement from the normal hemodynamic pattern. The 
left-to-right shunt was of small magnitude. The authors believe 
that no surgical measures are indicated in patients with small 
ventricular septal defects in whom there is no significant pulmo- 
nary hypertension and left-to-right shunts are of small magni- 
tude. Patients with large defects presenting severe pulmonary 
hypertension, marked increase in puimonary vascular resistance, 
and left-to-right or right-to-left shunts of small volume probably 
have passed the stage where closure of the ventricular defect 
would produce significant beneficial results. The ideal candidates 
for closure of ventricular septal defects are therefore patients 
presenting mild to moderate pulmonary hypertension, slight to 
moderate increase in pulmonary vascular resistance, and left- 
to-right blood flow of high magnitude. 


Experiences in the Course of Resection Therapy for Pulmonary 
Tuberculosis. H. H. Fiedler. Ztschr. Tuberk. 106:77-83 (No. 2) 
1955 (In German) |Leipzig, Germany}. 


On the basis of several case histories the author presents some 
experiences with the resection therapy of pulmonary tubercu- 
losis. He warns against postponing resection too long in cases 
of unsuccessful collapse therapy. In one patient whose history 
is presented a lung had been practically destroyed by a number 
of cavities, despite various forms of collapse therapy and treat- 
ment with streptomycin and p-aminosalicylic acid. Although the 
patient showed signs of amyloidosis and her condition seemed 
rather hopeless, lobectomy was carried out. She died a week 
after operation, and autopsy revealed general intoxication and 
severe amyloidosis, particularly of both kidneys. Such general 
organic changes negate the result of a successful resection. 
Internal fistulas with residual empyema cavities are a definite 
indication for pulmonary resection. One of the case histories 
shows that previous ineffective thoracoplasty does not contra- 
indicate a subsequent resection. On the contrary such patients 
tolerate resection well. Sanatorium therapy may prove helpful 
for patients who have undergone pulmonary resection. 


Surgical Approach to the Vertebral Bodies in the Midlumbar 
Region for the Treatment of Limited Forms of Pott’s Disease 
in the Adult. J. Debeyre, S. De Seze and C. Moreau. Semaine 
hop. Paris 31:1729-1735 (May 20) 1955 (In French) [Paris, 
France}. 


The effective protection afforded by antibiotics has made it 
possible for the authors to operate on 35 patients with tubercu- 
lous osteitis without a single case of miliary dissemination or 
tuberculous meningitis. The lesions in the 11 patients reported on 
consisted of limited foci localized in the second, third, and fourth 
lumbar vertebral bodies. Most of the patients were young adults 
with recent lesions and backache of only a few months’ dura- 
tion. Their general condition was satisfactory and in none was 
the presence of an abscess detectable on clinical examination. 
The discovertebral involvement shown by the roentgenograms 
was not extensive, consisting merely of discreet compression 
of the disk and either a superficial erosion of the surface 
adjacent to the disk or of single or multiple geodes in the verte- 
bral body. Other tuberculous foci, either elsewhere in the spine 
or in the viscera, were looked for but not found. Preoperative 
treatment consisted of absolute immobilization in a plaster cast 
and chemotherapy with streptomycin, p-aminosalicylic acid, and 
isoniazid for a period of one to three months. One month of 
preoperative treatment was considered adequate in most pa- 
tients, because of the limited character of the foci and because 
administration of the antituberculous medications for a longer 
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period might have led to the appearance of drug resistance. 
The lesions are often unilateral, leaving no doubt about the 
side from which they should be approached, but there are times 
when the choice of an approach is less easy because, whichever 
side is used, the removal of the focus may be inadequate, lead- 
ing to fistulization. An operation in two stages, first from the 
right and then from the left, was made necessary in one patient 
by this complication. Exposure is obtained through a lumbar 
sympathectomy incision, the site of the lesion is identified, and 
the psoas muscle is explored. Intrapsoic abscesses, when found, 
should be opened and their contents evacuated. The affected 
disk and vertebral body are then curetted and the tuberculous 
focus completely removed. The procedure is well tolerated, and 
after the third month the patients can be allowed to be up, 
beginning with one hour a day. Six months after the operation, 
those who wish to do so can work half time. Full-time work 
can be resumed at the end of a year. All the patients, some 
of whom have been observed from one and a half to two years, 
seem to be cured, but the tendency of tuberculosis to become 
reactivated makes it advisable to withhold final judgment until 
a later time. 


The Surgical Management of Funnel Chest. P. F. Hausmann. 
J. Thoracic Surg. 29:636-648 (June) 1955 |St. Louis}. 


The author reports observations on 51 patients with funnel 
chest who were operated on, and on 10 patients in whom surgical 
treatment was deemed unnecessary. Five of the 51 operated on 
were under six months of age, 10 were over 5 years, and 36 
ranged in age between 6 months and 4 years. The author be- 
lieves that between 12 and 24 months is the ideal age for surgical 
treatment. There were no surgical deaths, and only one minor 
wound infection occurred. The simple ligament-cutting operation 
was performed in only two instances, both in children not over 
4 months of age. The extensive subperichondrial resection of 
costal cartilages was done in the other 49 patients. The number 
of cartilages removed depended on the number involved in the 
deformity ‘and varied from segments of three to six or seven 
cartilages bilaterally. The author was careful to remove all of 
the involved portion of each cartilage, because this eliminates 
the need for second operations for recurrent deformity. Sub- 
perichondrial resection is advisable because regeneration of 
cartilage or bone occurs rapidly, and adequate stability of the 
chest wall is assured in less than two weeks, and because by 
judiciously placing sutures in the perichondrium of resected ribs 
the shape of the chest wall can be altered within limits so that 
external fixation of the sternum is scarcely necessary to ensure 
regeneration of cartilage in the corrected position. In other 
words, the shape given to the anterior chest wall by carefully 
placed sutures in the perichondrium was made permanent by 
cartilaginous regeneration. Postoperative physical therapy in the 
form of breathing exercises, posture training, and shoulder 
exercise is another important factor in preventing the recurrence 
of funnel chest. Significant hypertrophy of the substernal liga- 
ment was noted in only 13 patients, and thickening of sufficient 
magnitude to cause abnormal traction on the lower sternum was 
observed in only five. It is difficult, therefore, to attribute the 
deformity to the pull of this ligament on the sternum. The 
deformity is primarily skeletal, due to an overgrowth of cartilage 
rather than to abnormal stresses on the skeleton by hyper- 
trophied ligaments and diaphragmatic muscles. 


Unusual Manifestations of Hyperparathyroidism. L. Goldman. 
Surg., Gynec. & Obst. 100:675-689 (June) 1955 |Chicago]. 


The histories of seven patients show that, in spite of unusual 
manifestations of hyperparathyroidism, the chemical findings 
are a common denominator. Hypercalcemia is the most im- 
portant of these chemical changes and requires accurate de- 
terminations of the serum calcium level. The incidence of 
hyperparathyroidism as a cause of renal calculi is sufficient to 
warrant chemical studies in every patient with nephrolithiasis. 
Local bone cysts, so-called giant cell tumors—particularly of 
the mandible—or generalized skeletal demineralization may be 
the presenting symptom. The presence of any of these signs is 
an indication for chemical and further roentgenologic studies. 
Nausea, vomiting, and dehydration may simulate acute gastro- 
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intestinal disturbances. The bone lesions heal following removal 
of the tumor or tumors, but the renal lesion is often progressive. 
Renal insufficiency and hypertension are common sequelae. 
Complete exploration of the thyroid area, the retrotracheal and 
retroesophageal areas, the anterior and posterior mediastinum, 
and the thyroid gland should be carried out in every patient 
before removal of any tissue. Attempts should be made to 
visualize all normal parathyroid glands. Signs of postoperative 
tetany occurred in every one of these patients when all hyper- 
functioning tissue was removed. This sign is a welcome indi- 
cation of complete ablation of all excess parathyroid tissue and 
should, therefore, be sought and confirmed before antitetanic 
therapy is started. 


Gastric Carcinoma and Sarcoma. W. Walters. Postgrad. Med. 
17:472-478 (June) 1955 |Minneapolis|. 


The author shows that improvements in the treatment of 
malignant lesions of the stomach have increased the five year 
survival rate by more than 180% in about 10 years. This in- 
crease has been due not only to the increase in the percentage of 
patients whose lesions have been removed by more extensive 
resection but also to a better understanding of how to prepare 
patients for operation by use of antibiotics when necessary, by 


better anesthesia, and by a better program of postoperative care 


based on the physiological requirements of each patient. Un- 
fortunately 20 of each 100 patients with malignant gastric lesions 
coming to the Mayo Clinic from 1940 to 1950 were judged to 
have inoperable lesions on physical examination, and an addi- 
tional 36 had lesions that were found at laparotomy to be 
inoperable. This means that 56 of each 100 patients lost any 
chance for a five year survival. A review of thousands of cases 
of cancer of the stomach observed at the Mayo Clinic disclosed 
that common causes of delay in recognizing the lesions were: 
(1) an erroneous diagnosis of benign peptic ulcer, with treatment 
for ulcer without x-ray examinations of the stomach and duo- 
denum; (2) relief of symptoms by a medical regimen for ulcer 
leading to the erroneous clinical interpretation that the ulcer was 
benign; and (3) prolonged medical treatment of roentgeno- 
logically diagnosed “ulcers of the stomach” without repeated 
roentgenographic and gastroscopic examinations. Eighty per 
cent of patients operated on at the Mayo Clinic for gastric car- 
cinoma who had histories typical of ulcer were relieved of 
symptoms, sometimes for months and sometimes for years, by a 
medical ulcer regimen. Other common causes of delay are: 
failure to recognize the significance of achlorhydria on gastric 
analysis and the value of gastric analyses in all middle-aged 
patients with dyspepsia; failure to recognize the value of ab- 
dominal exploration in patients with persistent dyspepsia or 
epigastric discomfort, especially when there has been loss of 
weight with and without anemia; failure to recognize that large 
gastric tumors may not be palpable because of their high 
location in the stomach (under the costal margin); and failure 
to persist in a clinical diagnosis and insist on abdominal ex- 
ploration when x-ray examinations of stomach and duodenum 
have failed to demonstrate a lesion. Another common cause of 
delay in identifying the true character of the lesion is due to 
failure to advise removal of gastric polyps that may be malig- 
nant. Sarcoma of the stomach usually cannot be distinguished 
from carcinoma prior to operation. The sarcomas are usually 
lymphosarcomas, and they occur in the stomach in the propor- 
tion of about 5 to 100 carcinomas. The author advises resection 
with surgical removal of the lesion if possible, and if the lesion 
is a lymphosarcoma, x-ray therapy should be given when healing 
of the anastomosis is complete. Earlier recognition of the pres- 
ence of a gastric malignancy is in the hands of the family physi- 
cian and the internist. 


Rupture of the Spleen. J. L. Connell. M. J. Australia 1:676- 
683 (May 7) 1955 |Sydney, Australia]. 


This report is concerned with rupture of the normal spleen, 
which is the most commonly damaged organ of the abdomen. 
The frequency of its rupture is due to its friable nature, the fact 
that it lies suspended by the lienorenal and gastrosplenic liga- 
ments and is quite mobile, and the fact that the convex surface 
of the spleen is closely applied to the thoracic cage and any 
damage to the overlying ribs may rupture it. Rupture of the 
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spleen may be present clinically in three forms. The most fre- 
quent form is primary rupture, in which splenic hemorrhage is 
immediate and continuous. These patients usually display ob- 
vious signs of internal hemorrhage. The second form is charac- 
terized by delayed clinical manifestations. Patients belonging to 
this group have a history of injury that usually produces shock. 
The patient recovers from this, apart from soreness over the 
lower left ribs. This group falls into two subdivisions: (1) symp- 
toms and signs of shock and intra-abdominal injury return in 
a few hours, either slowly or very suddenly, and (2) the patient 
remains more or less asymptomatic for days, weeks or months, 
and then suddenly there is secondary bleeding from the damaged 
spleen, producing symptoms and signs. The last group comprises 
those patients in whom the splenic bleeding does not give rise 
to sufficient signs to merit laparotomy. In other words, they 
have a minor rupture of the spleen in which the diagnosis is not 
made and the laceration heals spontaneously. A ruptured spleen 
may produce a great variety of clinical symptoms and signs. 
There is nearly always a history of injury; this is most often a 
blow over the lower ribs on the left side, and frequently fractured 
ribs are present. However, the force may be applied anywhere 
to the abdomen, or it may be due to a fall from a height. Pain 
is invariably present and may vary from a dull ache to a most 
excruciating agony. Kehr’s sign, which consists of pain in the 
left shoulder tip, is referred pain, due to irritation of the central 
part of the diaphragm. It is present in only about 25% of cases, 
and it has been given undue significance in the past. If the sign 
is absent it may often be produced by tipping the patient into 
the Trendelenburg position for a few minutes. Patients with pain 
in the shoulder or neck often state that the pain comes on only 
when they are in the supine position or is greatly accentuated 
by it. Frequently deep breathing will precipitate or enhance the 
pain. Some patients complain of discomfort in the rectum and 
tenesmus. This is due to blood in the pelvis, and peritoneal ten- 
derness on rectal examination is often present and should be 
looked for. Pallor is almost constantly present and arouses sus- 
picion of the diagnosis. There is abdominal tenderness and 
frequently distention. Increased dulness in the splenic area and 
in the left flank is of great significance. Roentgenologic signs 
of ruptured spleen are the following: increased density in the 
left hypochondrium, elevation of the left leaf of the diaphragm, 
displacement of the stomach to the right, and the presence of 
free fluid between loops of intestine. Abdominal paracentesis 
may prove helpful. Ruptured spleen is sometimes misdiagnosed, 
symptoms being wrongly attributed to fractured ribs or bruised 
muscles alone, ruptured intestine, ruptured liver, lacerated kidney} 
alone, perforated ulcer, or ruptured ectopic gestation. 


Present Rules of Surgical Treatment of Secondary Abdominal 
Echinococcosis: Based on One Hundred Ten Cases. B. Kourias. 
Lyon chir. 50:407-417 (May-June) 1955 (In French) [Paris, 
France}. 


Among 1,745 hydatid cysts operated on between 1914 and 
1953 in Athens, Greece, 110 cases of secondary abdominal 
echinococcosis were found (6.3% ). There has been some decrease 
in this form of hydatidosis in recent years. In 60% the primary 
cyst was located in the liver, in 6% in the spleen, and in 8% 
in both these organs; 35.4% were located in many organs, in 
27% the dissemination was limited, and in 16% the cysts had 
invaded the pelvis and the genital organs. There were aiso some 
rare forms of the disease: hydatid choleperitoneum, hydatid 
ascites, hydatidosis with hernia, free cysts of the peritoneum, 
and pseudotuberculosis of hydatid origin, among others. The 
mortality rate was 8.1%. No deaths occurred after 1948 because 
of the reduced number of infected and ruptured cases. Modern 
surgical techniques used in the treatment of this disease include 
total or partial cystectomy, ablation of the parasitic cysts with 
primary suture with or without packing, marsupialization, mini- 
mal drainage, extensive resection, and the use of the thoraco- 
abdominal route. Many patients who in the past would have 
needed two or more operations can now be cured by operation 
in One or two stages. Treatment of secondary abdominal echino- 
coccosis by biological methods shows some promise but does 
not constitute definitive therapy for the basic disease. Since the 
improvement it brings is only temporary, the author concludes! 
that the only rational treatment is operation. 
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Obstruction of the Small Intestine by Swallowed Foreign Bodies. 
J. Francillon and J. Moisant. Lyon chir. 50:418-425 (May- 
June) 1955 (In French) |Paris, France]. 


The treatment of ileal and jejunal obstruction caused by a 
swallowed foreign body depends on whether the obstructing 
agent is an inorganic object, something ingested as food, or 
material used for therapeutic purposes (usually synthetic muci- 
lage taken in an effort to combat constipation). The clinical find- 
ings and prognosis for true (inorganic) foreign bodies are worse 
than for the other types. Good results of treatment depend 
mainly on early diagnosis, which allows enough time for an 
unhurried decision and the use of the simplest, most direct 
methods. In certain patients prompt operation is needed because 
of severe symptoms of obstruction, but, as a general rule, sur- 
gical treatment should be conservative. The decision whether 
or not to operate should be made according to case. If on 
laparotomy transparietal propulsion is inadequate or dangerous, 
enterotomy should be performed, where possible, in healthy 
tissue. Enterectomy is reserved for those lesions of the intestinal 
wall that are definitely or probably irreversible. Exteriorization 
and shunting are only palliative measures and are of little value. 


Comminuted Fractures of the Patella. H. R. SchGnbauer. Arch. 
orthop. u. Unfall-Chir. 47:266-271 (No. 2) 1955 (In German) 
{Munich, Germany]. 


From a series of 574 patients with 578 patellar fractures the 
author selected 32 of the most severe (crushed or comminuted) 
fractures for study. The therapeutic results were analyzed with 
regard to the preservation or removal of the patella. After 
extirpation of the patella the functional result was better, and 
no arthrosis of the knee-joint developed. The duration of treat- 
ment was neither shortened nor prolonged by extirpation. Al- 
though there was a greater reduction in the capacity to extend 
the knee-joint, and the extensor muscles of the thigh showed 
more severe atrophy after patellar extirpation, the resulting 
subjective symptoms were slight. None of the patients in whom 
the crushed patella was removed were obliged to change their 
occupation, nor did they become unable to participate in sports, 
whereas this did happen in those in whom the patella was pre- 
served. The restoration of the extensor apparatus of the knee- 
joint depends on the restoration of the gliding surface of the 
patella with simultaneous suture of the torn reserve extensor 
apparatus. If the patellar gliding surface cannot be restored, it 
is best to remove the entire patella. 


Evaluation of Results of Digital Flexor Tendon Grafts. J. H. 
Boyes. Am. J. Surg. 89:1116-1119 (June) 1955 [New York]. 


The result of a surgical procedure can be evaluated in the 
same way as the result of any manual art if three fundamentals 
—materials, principles, and technique—are considered and if 
the result can be measured and recorded in a single unequivocal 
figure. The author devised such a standard of judgment for 
digital flexor tendon grafts. The result can be expressed in a 
single figure and accounts for variations in the three factors 
mentioned. Results of flexor tendon grafting in the digits are 
best when tissues are least damaged, when a full-length graft 
is used, and when exacting technique is followed. Under these 
conditions it has been shown that 25% of all graftings will result 
in flexion of the pulp of the finger to reach the distal crease of 
the palm; in 50% flexion will occur to within one-fourth of an 
inch; and all will flex to within %4 in. of the distal crease of 
the palm. 


Treatment of Postoperative Vomiting. P. S. Marcus and J. C. 
Sheehan. Anesthesiology 16:423-427 (May) 1955 [Philadelphia]. 


Marezine (a brand of cyclizine lactate) had been investigated 
by others in the oral form. This report is concerned with the 
injectable form. It has an atropine-like and an antihistamine-like 
action. In a preliminary study the incidence of postoperative 
vomiting was ascertained in 1,000 consecutive patients and was 
found to be 21.3%. Of 100 consecutive patients anesthetized 
with some type of general anesthetic who had not received 
Marezine, 19 had postoperative vomiting, and in 100 consecutive 
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patients who received spinal anesthesia the incidence of vomit- 
ing was 18%. This makes the combined incidence 18.5%, which 
is within range of a general incidence of 21.3%. Marezine was 
given both prophylactically and therapeutically to 322 patients. 
If it is given in doses of 50 mg. for adults and 25 mg. for 
children and is administered in the deep subcutaneous tissue 
one-half hour before the contemplated end of the surgical pro- 
cedure, the postoperative vomiting will be decreased. In this 
series the incidence was reduced from 18.5% to 10%. Marezine 
seemed to be of value in arresting further vomiting during the 
immediate postoperative period. The authors believe that this 
should be investigated more fully in an attempt to evaluate the 
usefulness of the drug if continued through the first 24 to 36 
hours of the postoperative period. In this series it produced no 
local reaction and rio untoward effects. 


NEUROLOGY & PSYCHIATRY 


Evaluation of Nerve Lesions After Intramuscular Injections. 
W. Fuhrmann and G. Gruenwaldt. Chirurg 26:210-216 (May) 
1955 (In German) |Berlin, Germany]. 


The authors had to give expert testimony in seven cases in 
which lesions of the sciatic nerve resulted from intragluteal in- 
jections. There were three children among the five patients in 
whom a lesion of the sciatic nerve resulted from injections of 
sulfonamide preparations. In this connection the authors men- 
tion six other children in whom lesions resulting from injections 
caused paralytic clubfoot deformities. These experiences indi- 
cate that particularly in children great caution is necessary when 
intramuscular injections are given, the more so since the prog- 
nosis as regards recovery is rather poor. After four months to 
six years only 2 of 13 patients showed even slight improvement 
of the nerve lesion. The authors showed that an atypical course 
of the sciatic nerve cannot explain the nerve damage after an 
intragluteal injection; a local nerve lesion can be differentiated 
from toxic polyneuritis; and lesions resulting from strangulation 
by scar tissue and secondary degeneration of the nerve have 
been observed but are extremely rare. These can be assumed as 
the cause only if there have been no pains during and for several 
days after the injection and if the paralytic symptoms developed 
slowly. Experimental studies indicated that sulfonamide prep- 
arations as well as irgapyrine, which contains equal parts of 
phenyibutazone and aminopyrine, may cause nerve lesions, 
provided they reach the nerve. There is, however, no proof that 
with careful injection technique the drug will penetrate to the 
nerve. The assumption that the drug may be dispersed in the 
musculature and may advance to the nerve can be made only 
if there is no pain during the injection and the paralysis de- 
velops slowly over several hours or days after the injection. 
If there is pain during the injection or immediately after it, a 
defective injection technique must be assumed. All experiments 
were made with concentrated drugs. The fact that damage from 
injections is relatively rare might be interpreted as proof of the 
fact that even in patients in whom the drug is widely distributed 
within the tissues only slight quantities would reach the nerve, 
and if so, in an extremely diluted state. Such slight concentra- 
tions would not cause paralysis. Thus, using a correct technique 
will probably prevent injurious effects. The intragluteal injection 
should be made at least two fingerbreadths below the crest of 
the ilium, and the point of the needle should be directed toward 
the crest of the ilium, and the injection should be made slowly. 
This method was used in over 6,000 injections of irgapyrine, and 
there was not a single case of nerve injury. 


Neurosurgery of the Ansa Lenticularis in Dyskinesia and 
Parkinson’s Disease: Principles and Techniques of a Personal 
Intervention. F. Fénélon. Semaine hép. Paris 31:1835-1837 
(May 26) 1955 (In French) [Paris, France]. 


The author has treated 61 patients with dyskinesia by electro- 
coagulation of the ansa lenticularis: one with choreoathetosis 
and 60 with paralysis agitans. His method uses the transfrontal 
route as the least harmful. Physiologically, the procedure appears 
rational because it treats extrapyramidal disease in the extra- 
pyramidal tract, intervening immediately below the primary 
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lesion. The operative mortality in the series was two, both 
patients being extremely poor risks. Results were good in 70% 
of the remaining patients, followed for from six months to 
four years. 


Hereditary Tremor. B. V. Jager and T. King. A. M. A. Arch. 
Int. Med. 95:788-793 (June) 1955 [Chicago]. 


In a single family with hereditary tremor, 24 members, 
extending over four generations, were examined for this trait. 
Neurological examination showed wide variation with regard to 
severity of tremor, even in siblings of about the same age. A 
tremor of the upper extremities was observed in 19 of the 24 
persons, but on the basis of questioning numerous members of 
the family only 4 of the 24 were thought to have this difficulty; 
two others were presumed to have “shaking palsy.” Most of 
the affected persons were aware that emotional factors aggra- 
vated the tremors and that alcohol afforded some relief. The 
diagnosis of hereditary tremor may not always be easy. The 
familial history in conjunction with the presence of static and 
intention tremor and in the absence of other neurological 
changes usually permits a diagnosis. Difficulty arises in that 
one occasionally sees similarly distributed tremors in the ab- 
sence of a familial history. In such cases it would be advisable 
to examine many other members of the family, since milder 
forms of tremor frequently go unrecognized. Basically, the 
symptomatology of hereditary tremor is that of a neocerebellar- 
like disorder. Many familial and nonfamilial diseases exist in 
which cerebellar symptoms are prominent, but disorders of gait 
and other neurological abnormalities of a noncerebellar type 
may also be present in such patients. In hereditary tremor, the 
gait and equilibrium are unimpaired. In the family studied, the 
pattern of inheritance of the disorder appears to be that of a 
simple somatic dominant. Treatment of hereditary tremor is 
unsatisfactory. Differential diagnosis from paralysis agitans and 
reassurance as to the benign character of the disorder are 
important. 


Treatment of Multiple Sclerosis with Low-Fat Diet: Results of 
Five and One-Half Years’ Experience. R. L. Swank. A. M. A. 
Arch. Neurol. & Psychiat. 73:631-644 (June) 1955 |Chicago]. 


A low-fat diet was used in 264 patients with multiple sclerosis. 
Continuous contact was maintained with 210 of the 264 patients, 
and 158 of these have remained on the low-fat diet. The present 
report deals mainly with the first 47 patients to be placed on 
the diet who remained on diet and who have been followed 
closely for four to six years. The following foods were for- 
bidden: whole milk, butter, cream, cocoa, chocolate, and all 
foods containing these substances. The diet permitted 15 gm. 
of hard fats (animal fats, margarine, lard, and shortening) and 
15 gm. of vegetable oil or a substitute per day. In so far as 
possible, the intake of fat should be evenly distributed through- 
out the day. All patients should consume at least one egg and 
5 cc. of cod liver oil daily. Fats or oils used for cooking or 
baking must be included when determining the daily fat intake. 
Substitutes for these amounts of fats in the form of fowl, lamb, 
beef, liver, and so on are listed, as are also the permitted 
foods. This diet seemed to lessen the severity of the disease by 
reducing the frequency and severity of the exacerbations. Its 
usefulness is greatest early in the disease, before significant dis- 
ability and a steady progression of symptoms have developed. 
The period of observation has now been sufficiently long to give 
the author some confidence in his observations. Serious con- 
sideration is given to the hypothesis that patients with multiple 
sclerosis have a basic defect in the suspension stability of their 
blood, which is upset by the hyperlipemia following heavy fat 
meals. 


On the Prognosis of Brachialgia. A. Bergsman, G. von Reis and 
F. Sahlgren. Acta med. scandinav. 151:391-398 (No. 5) 1955 
(In English) [Stockholm, Sweden]. 


A follow-up study lasting up to eight years was made of 100 
patients with brachialgia. Forty-eight patients were classed as 
group | because they had symptoms suggestive of a nerve root 
lesion (radicular distribution of pain, intensification of pain on 
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coughing and sneezing, precipitation of the pain by the neck- 
compression test with radiation into the arm, sensory disorders, 
reflex disturbances, and pareses). Group 2 consisted of 38 
patients in whom the presence of a cervical disk lesion was 
highly probable but in whom the diagnosis could not be con- 
firmed by the symptoms mentioned above; the psychoneurotic 
element in them was not considered important. The remaining 
14 patients were classed as group 3 because the neurotic factor 
played a large part in their disease. A further division of the 
patients into those with an observation period of less than four 
years and those with more than four years’ observation showed 
that of 56 patients in the first category 27 and of 44 in the 
second category 19 obtained complete relief. Thus, patients with 
brachialgia usually regain a certain amount of working capacity 
fairly soon, although in many instances full restoration may take 
a long time. The prognosis is good, even in patients with a high 
degree of disability. A psychoneurotic component is a bad prog- 
nostic sign, however, as shown by the fact that only one of the 
14 patients in group 3 regained full working capacity during 
the period of observation. Symptoms suggestive of nerve-root 
lesion show a definite tendency to disappear as early as two 
years after onset. Only rarely do they last as long as eight years. 


GYNECOLOGY & OBSTETRICS 


Pregnancy After Vaginal Operation. M. Olki and O. Kinnunen. 
Acta obst. et gynec. scandinav. 34:30-40 (No. 1) 1955 (In 
German) |Stockholm, Sweden]. 


A questionnaire concerning postoperative pregnancy was sent 
to 363 women less than 40 years old who had undergone vaginal 
operations. Of the 202 women who answered the questionnaire, 
57 had operations involving vagina and cervix (group 1), 14 
operations for fistulas (group 2), 36 operations for incontinence 
(group 3), 15 minor vaginal operations (group 4), 43 major 
vaginal operations (group 5), 32 minor cervical operations 
(group 6), and 5 major cervical operations (group 7). Seventy- 
five (37%) of the 202 patients became pregnant after the 
operation, 16 in group 1, 6 in group 2, 8 in group 3, 8 in 
group 4, 16 in group 5, 18 in group 6, and 3 in group 7. Thus 
the postoperative incidence of pregnancy varied from 28% to 
60% depending on the type of operation performed. Post- 
operative dyspareunia was rarely complained of, but in each of 
the seven groups most of the women practiced contraception. 
In 65 of the 75 pregnant women, the pregnancy continued to 
term. Delivery was normal in 52, 11 underwent cesarean section, 
and in 2 forceps delivery was necessary. In 5 (7.7%) of the 65 
patients the vaginal operation was the direct indication for 
cesarean section. The authors’ observations showed that a 
vaginal operation performed on a woman of reproductive age 
does not have any untoward effect on either sexual intercourse 
or a subsequent pregnancy. 


Latent Genital Tuberculosis in Women. I. Halbrecht. Rev. 
méd. Cordoba 43:89-94 (March) 1955 (In Spanish) [Cordoba, 
Argentina]. 


A series of 2,500 sterile women was observed for five years, 
Of these, 160 had latent genital tuberculosis as verified by: (1) 
cultures of menstrual secretion, (2) endometrial biopsy or endo- 
metrial curettage, or (3) histological examination of the oviducts, 
surgically removed for tubal occlusion. Sterility was primary in 
all patients but three who had one or more than one child 
before becoming sterile. Early signs observed in these patients 
indicated that sterility caused by genital tuberculosis is due to 
unilateral or bilateral partial or total occlusion of the oviducts 
or to rigidity of the tubes from scar formation or inflammation. 
Genital tuberculosis as a cause of sterility should be searched 
for in all patients who suffer from extragenital tuberculosis or 
have a history of extragenital tuberculosis and pleurisy. The 
extragenital tuberculosis is latent and follows a slow course, 
but it may remain potentially active for a long time after 
cicatricial regression or complete cure of the original primary 
focus of tuberculosis. Genital tuberculosis in women as a cause, 
of sterility calls for treatment, preferably with streptomycin and 
p-aminosalicylic acid. This treatment was given to 75 patients 
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who were observed for two to five years. Sixty were cured and 
eliminated no more tubercle bacilli in the urine. Three of the 
patients who had antibiotic treatment for latent genital tuber- 
culosis restricted to the oviducts became pregnant after treat- 
ment and had normal full-term babies. Forty patients had anti- 
biotic treatment when the endometrium was already involved. 
Only one became pregnant and had an abortion in the third 
month of pregnancy. None of the patients in this group re- 
ceived intrauterine application of radium. The author, however, 
has observed unfavorable results in six patients. Recurrence of 
genital tuberculosis after intrauterine application of radium was 
frequent and radium caused complete atrophy of the endo- 
metrium in two of six patients treated. 


PEDIATRICS 


Effect of Triethylene Thiophosphoramide in the Treatment of 
Leukemia and Certain Lymphomas in Infants and Children. 
N. J. Smith, S. Rosello and H. Shay. J. Pediat. 46:493-505 
(May) 1955 Louis}. 


Many ethylenimine derivatives were investigated for their 
effects against experimental leukemia in rats. N, N’, N”, tri- 
ethylene thiophosphoramide (thio-TEPA) was among the most 
effective, and so it was used in a large number of patients with 
leukemia, lymphomas, and inoperable malignant growths of 
various types. The experience with this drug in children is re- 
viewed. Twenty-one patients under the age of 15 years were 
treated with thio-TEPA in a 12-month period. There were 12 
children with acute leukemia, 3 with differentiated types of 
myelocytic leukemia, 5 with lymphosarcoma, and one with 
Hodgkin’s disease. This agent seems to be of use in the tem- 
porary control of lymphosarcoma and chronic forms of leuke- 
mia. It is contraindicated in the therapy of acute leukemias of 
childhood. The toxic manifestations from overdosage of the 
agent have been limited to bone marrow depression. If this 
complication is to be avoided therapy must be guided by care- 
ful clinical and laboratory evaluation of the patients during the 
course of treatment. Thio-TEPA appears to have the advantage 
of a wider margin of safety between the toxic and therapeutic 
doses than do other ethylenimine derivatives currently available. 


Influence of Type of Feeding on pH of Stool, pH of Skin, and 
Incidence of Perianal Dermatitis in the Newborn Infant. A. G. 
Pratt and W. T. Read Jr. J. Pediat. 46:539-543 (May) 1955 
{St. Louis]. 


Perianal dermatitis is frequently seen in hospital nurseries. 
The severe form is characterized by multiple, small, superficial 
ulcerations, while mild disease may often be missed unless the 
buttocks are manually separated. Perianal dermatitis is not to 
be confused with diaper rash, which occurs later and affects the 
convex surfaces of the thighs and buttocks and the pubic region. 
'Perianal dermatitis has been shown to be more frequent among 
the artificially fed infants than in the breast-fed infants. The 
substitution of lactose for vegetable carbohydrate in the formula 
has lowered the incidence significantly. It has been postulated 
that this difference may be due to a variation in stool pH. To 
determine the effect of various feedings on pH of the stool and 
of the skin, and on the relation of pH of the stool to incidence 
of perianal dermatitis, examinations were made on 251 newborn 
infants, of whom 140 were breast-fed, 50 were fed a prepared 
formula approximating human milk, and 61 were fed an evapo- 
rated cow’s milk and maltose-dextrin formula. During the first 
three days of life there was little difference in mean pH ob- 
servations regardless of feeding. From the fourth day, pH of 
the stool and of the perianal skin became increasingly acid for 
the breast-fed infants and for those fed simulated human milk, 
but remained relatively unchanged for those fed the cow’s milk 
formula, The axillary skin pH became more acid with age re- 
gardless of feeding. The incidence of perianal dermatitis varied 
with the pH of the stool and of the perianal skin, being less 
frequent the more acid the stool and perianal skin. These find- 
ings support the belief that the stool pH of infants is directly 
affected by the type of feeding. The perianal skin with which 
‘the stool comes into contact is correspondingly changed. If the 
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PH of the stool is such that the perianal skin pH is raised above 
the range found in breast-fed infants, the incidence of perianal 
dermatitis is increased. 


Pneumonia Complicating Oral Thrush Treated with Mycostatin, 
a New Antifungal Antibiotic. A. J. Beckmann and J. E. Navarro. 
J. Pediat. 46:587-591 (May) 1955 [St. Louis]. 


Thrush caused by Candida (Monilia) albicans is a common 
oral infection in newborn infants, its incidence being as high as 
20% in some newborn-infant nurseries. Some _ investigators 
established that oral thrush developed in each instance in which 
C. albicans was found in the mouth of a newborn infant but 
in no instance when only other forms of yeast were present, 
and that the average interval after birth for the development of 
clinical thrush was 8.2 days. There seems to be a relationship 
between maternal vaginal moniliasis and oral thrush, but in- 
fection may occur also by contact other than directly from the 
vagina, Pneumonia and esophagitis are possible complications 
of oral thrush in the newborn infant. In one infant the monilial 
infection was found on the 10th day of life and did not respond 
to topical medications. A few days later there was a deteriora- 
tion of the general condition with symptoms of severe respira- 
tory distress. The antibacterial drugs given at first did not relieve 
either the thrush or the respiratory distress. Mycostatin, a new 
antifungal agent, was given in the form of a flavored powder. 
One teaspoonful (175,000 units) was mixed with 1 oz. of milk 
and administered by spoon every six hours. Within 48 hours 
improvement of the oral lesions was evident. After the supply 
of Mycostatin powder was exhausted, tablets containing 
500,000 units each were crushed, and one was given in milk 
four times a day. Coincident with this increase of dosage, looser, 
more frequent, and darker-colored stools were noted. After six 
days the flavored powder was again available and two teaspoon- 
fuls were given every four hours. Stools gradually returned to 
normal without special treatment. Clinical and roentgenological 
improvement of the pulmonary condition was noted in two 
weeks. The infant was discharged one month after admission. 


Pediatric Allergy. S. C. Dees. M. Ann. District of Columbia 
24:225-232 (May) 1955 |Washington, D. C.|. 


In spite of the trend toward earlier diagnosis of an allergic 
basis for nasal symptoms, this cause for so-called colds is still 
not recognized in many children, perhaps because the symptoms 
are not seriously incapacitating. The diagnosis of allergic rhinitis 
is usually simple. The nasal mucosa has a pale boggy appear- 
ance; the turbinates are large and obstruct the nose; and the 
discharge is a clear, nonirritating mucus. Staining nasal dis- 
charge for eosinophils is a reliable laboratory test. Whereas 
eosinophils indicate an allergic rhinitis, polymorphonuclear 
neutrophils predominate in infectious rhinitis. After sympto- 
matic treatment of allergic rhinitis, in which antihistamines may 
be helpful, efforts should be made to discover the cause and to 
treat it either by avoidance or desensitization. Infants and young 
children tolerate desensitizing injections as well as, or better 
than, older children and adults. Asthma, particularly the 
first attack, is frequently diagnosed by exclusion of other con- 
ditions. If the physician knows that the child has had feeding 
difficulties relieved by diet changes; frequent colds without much 
fever, controlled by antihistamines, and not contracted from 
others; a skin rash such as eczema or hives; and a family history 
of allergy, he may assume that the wheezing is asthma, no matter 
how young the patient. Eosinophilia in the nasal secretions and 
in the blood is likewise of diagnostic value. The mother should 
be asked to describe the first attack of wheezing, including where 
the child was and what he was doing. This may identify the 
causative allergen. If the first attack cannot be clearly recalled, 
or the trouble began insidiously, infection may be the cause. 
True asthma responds promptly to epinephrine and aminophyl- 
line. If such relief does not occur, either the disorder is not 
asthma, or it is accompanied by infection. Skin tests may give 
valuable corroborative evidence. The histories and chest roent- 
genograms of five children, who were believed to have asthma, 
show the difficulties involved in diagnosing asthma in young 
children. The final diagnosis in these cases was foreign bodies 
in the air passgges, cysti¢. fibrosis of the pancreas, and atelectasis 
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or asthma. Acute respiratory distress due to almost all causes 
is improved by oxygen, removal of obstruction to the airway, 
and relief of the anxiety that accompanies anoxemia. Moderate 
sedation is helpful for the anxiety, but opiates have no place 
in the treatment of asthma. In desperately ill asthmatic patients 
intravenous administration of corticotropin or hydrocortisone 
is usually effective in three or four hours. Intramuscularly in- 
jected cortisone may not exert its full effect for 48 hours after it 
is given, and its effect will last that long after the last dose. 
Orally administered cortisone is effective for eight hours, and 
therefore doses should not be more than eight hours apart. Corti- 
cotropin and cortisone may produce hypertension, salt retention, 
and potassium deficiency; furthermore, they do not cure allergy. 
Antibiotics should be used with caution in allergic children, 
because they have a higher rate of sensitization to these drugs 
than do nonallergic persons. The physician should ascertain 
whether there is a real need for antibiotics, and he should 
inquire about any reaction to previous courses of the drug. 


DERMATOLOGY 


Silicon in Prophylaxis and Therapy of Industrial Dermatoses. 
H. Jarnecke. Deutsche med. Wehnschr. 80:755-756 (May 13) 
1955 (In German) |Stuttgart, Germany]. 


Silicon-protective (Setaderm-protective) ointment consists of 
methylpolysilicon oil on a nonirritating wax base. This oil is 
intermediate between organic and inorganic compounds. Its 
basic structure consists of silicon atoms that are united by 
oxygen atoms, and, therefore, it has a chemical structure similar 
to that of sand and quartz. Various organic groups are bound 
to the silicon, and thus a highly stable molecular structure re- 
sults. Because of this structure the methylpolysilicons are highly 
resistant, chemically indifferent, and stable on heating and cool- 
ing, and have a high surface activity. Combined with wax they 
form a film, which spreads as a protective layer on the skin and 
excludes dirt, water, and watery solutions. The effect of the pure 
silicon oil on the skin was tested in 52 persons, and none of 
them suffered any damage to the skin, although some showed 
a positive reaction to a simultaneously performed soap test, 
suggesting a general hypersensitivity of the skin. One hundred 
forty-eight workers with industrial dermatoses were then treated 
with the silicon-protective ointment. After the application of 
the ointment the eczematous lesions healed, and new irritations 
of the skin no longer occurred. Therapeutic failures were ob- 
served in only 5 of the 148 patients. 


Hirsutism. K. R. Crispell, W. Parson, G. F. Hollifield and 
others. GP 11:82-92 (May) 1955 |Kansas City, Mo.]. 


Patients with hirsutism may be placed in one of three cate- 
gories: hirsutism with virilism, hirsutism with a nonvirilizing 
endocrine disorder, or hirsutism with no recognizable endocrine 
disorder. The reason for the condition can almost always be 
discovered, but unfortunately the hirsutism does not always 
disappear after correction of the underlying endocrinopathy. 
Most hirsutism is of the idiopathic variety for which the only 
treatment is manual removal of the hair. Although the nature 
of the basic disease in the authors’ 12 patients ranged widely, 
hirsutism was usually the complaint that brought them to a 
physician. The second most common complaint was irregular 
menses. One of the patients had hirsutism with mild virilism 
that had been induced by the administration of androgen. The 
hirsutism did not completely disappear on discontinuation of 
this treatment. The authors warn against the irrational use of 
androgen therapy in any woman. 


Premalignant Fibroepithelial Tumors of Pinkus and Basocellular 
Epithelioma: Based on Two New Cases. R. Degos and J. Hewitt. 
Ann. dermat. et syph. 82:124-139 (March-April) 1955 (In 
French) |Paris, France}. 


Two new cases of fibroepithelial tumors bring the number 
reported to nine, when added to those originally described by 
Pinkus in 1953 and those identified by him in the literature. The 
tumors remain benign for long periods of time. They are often 
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multiple. They are often confused with fibromas, seborrheic 
verrucae, or superficial epitheliomas. Their histology is charac- 
teristic, however; it shows an epithelial network that gives rise 
to basocellular buds and a fibromatous hyperplasia of the dermis. 
These tumors develop into basocellular epitheliomas and are to 
be considered a special variety of this lesion. One of the authors’ 
patients had tumors from childhood; this would seem to support 
the concept of a nevoid, embryonic origin of basocellular epi- 
theliomas, which is not in accordance with the ideas of Pinkus. 
Another previously unreported characteristic that may be pres- 
ent in fibroepithelial tumors is the presence of horny excres- 
cences. This complicates the differential diagnosis from sebor- 
rheic verrucae. 


UROLOGY 


Considerations on Renal Tuberculosis. G. Aveta and G. Sesia. 
Minerva med, 46:749-756 (March 21) 1955 (In Italian) [Turin, 
Italy]. 


Good therapeutic results with the use of streptomycin and 
Pasdrazide, a drug in which isoniazid is combined with p-amino- 
salicylic acid (PAS), are reported in patients with renal tuber- 
culosis. The action of this combination, which was always well 
tolerated, was more marked than that of either drug when used 
alone. It could be given also to patients who had shown intoler- 
ance to p-aminosalicylic acid and resistance to it or to isoniazid. 
Streptomycin and Pasdrazide are indicated for patients with bi- 
lateral renal tuberculosis; for those in whom in the presence of 
bacilluria and pyuria, lesions are not evident on the roentgeno- 
grams; for those with forms of superinfection; for the presurgical 
preparation of patients; and for the postoperative course. Post- 
operatively, they are a useful adjuvant in the treatment of 
residual cystitis and they shorten the period in which the patient 
is bedridden. The medical treatment of renal tuberculosis should 
be prolonged for one to two years, and courses of therapy should 
alternate with short treatment-free periods. The authors have 
adopted the following regimen: 0.5 to 1 gm. of streptomycin 
and 6 tablets (300 mg.) of Pasdrazide daily for 15 days; then 
300 mg. of Pasdrazide daily for 15 days; and then 2,000 units 
of vitamin D., 10,000 units of vitamin A, and one tablet of thio- 
semicarbazone every day for 15 days. Five such cycles of therapy 
should be given during the first year and four during the second. 
Despite the good effects of this medical therapy, the organism’s 
defense reaction, together with rest, a good diet, and the climate, 
plays a great role in bringing about recovery in patients with 
renal tuberculosis. 


Further Studies on Absorption Through the Human Bladder. 
N. S. R. Maluf. J. Urol. 73:830-835 (May) 1955 |Baltimore}. 


At the urologic surgical service of the Veterans Administra- 
tion Hospital in Houston, two patients who were ideal for the 
study of absorption through the human bladder were observed. 
They had undergone abdominoperineal resection of the recto- 
sigmoid for carcinoma of the rectum. After several months they 
were readmitted with dyspnea, nausea, vomiting, generalized 
edema, oliguria, uremia, advanced acidosis, and hyperkalemia. 
Cystoscopy disclosed bladders with practically normal lining 
and no invasion by tumor. There was advanced bilateral hydro- 
nephrosis owing to near-complete low ureteral obstruction. 
These findings and the known history of the patients indicated 
bilateral ureteral obstruction secondary to extension of adeno- 
carcinoma of rectum. Palliative cutaneous ureterostomy was 
performed in both patients. Diuresis set in promptly after release 
of the ureters from obstruction, and the postoperative course 
was smooth. Urinary drainage was through 18 F whistle-tip 
latex catheters in the dilated ureters. The studies described were 
carried out during the six weeks to four months after the 
ureterostomy. When cystoscopy was repeated after this lapse of 
time, the lining of the bladder was stil! free from tumorous 
invasion. Essentially the same technique was used as had been 
employed during a previous study. A known volume of isotonic 
sodium chloride solution was introduced into each bladder. 
After four hours the volumes in the bladder were unchanged 
and the alterations in total Na* and Cl in the bladder were 
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within the limits of error. The author's previous observation 
that there is practically no net absorption of water, Na‘, or 
Cl- from an isotonic solution of sodium chloride in the bladder 
was thus confirmed. Other tests revealed that Na* and Cl- were 
absorbed through the bladder from hypertonic sodium chloride 
solution, and water simultaneously entered the bladder. There 
was no significant net absorption of K* or Cl through the 
bladder from moderately hypertonic potassium chloride solution. 
Urea was absorbed appreciably through the bladder from a 
hypotonic solution of urea. Water was simultaneously absorbed 
from the bladder. Dextrose was not appreciably absorbed 
through the bladder. Water was not absorbed appreciably from 
moderately hypotonic glycine. Urokon (Na 3-acetylamino-2,4,6- 
triiodobenzoate) was absorbed through the bladder from high 
concentration and capable thereby of yielding an excellent pye- 
logram. I> was absorbed through the bladder from sodium iodide 
in high concentration. A weak pyeloureterogram can thus be 
obtained. Plain water, introduced into the bladder, is absorbed 
slowly. These data are all explicable by simple diffusion. 


Hypernephroma and Polyglobulism. H. Gros. Medizinische No. 
19, pp. 706-708 (May 7) 1955 (In German) |Stuttgart, Germany]. 


The rare simultaneous occurrence of hypernephroma and 
polycythemia is described in a 53-year-old man who had had 
intermittent macrohematuria for one year when he was ad- 
mitted to the medical clinic of the University of Mainz, Ger- 
many. He had pains in his left side and a flushed face. The 
erythrocyte count was 7,500,000 per cubic millimeter; the 
hemoglobin level was 125%; the leukocyte count was 6,300 per 
cubic millimeter; and the platelet count 160,000 per cubic milli- 
meter. The urine contained many erythrocytes. A large, hard 
tumor with a fairly smooth surface was palpable in the left 
upper abdominal quadrant. It extended almost to the umbilicus 
but also was palpable in the left renal region. A tentative diag- 
nosis of hypernephroma was made with the aid of pyelography. 
Nephrectomy was performed and a hypernephroma with the 
typical structure of Grawitz’s tumor was removed. On discharge 
from the hospital the erythrocyte count was 3,300,000 per cubic 
millimeter, and the hemoglobin level was 68%. The blood count 
and color of the face remained normal for three years after 
the operation and the patient was considered cured. Only three 
similar cases were collected from the literature. Hematuria of 
prolonged duration was the initial symptom in all these patients. 
The author agrees with other workers that the cause of the 
polycythemia, which occurred simultaneously with the hyper- 
nephroma and which disappeared with the removal of the tumor, 
must have been in the kidney and its tumor. A cause and effect 
relationship is highly probable, but its mechanism cannot be 
explained. Hematuria associated with polycythemia may result 
from congestion or renal infarction, while hypernephroma as a 
rule may be associated with anemia. The possibility of hyper- 
nephroma should be considered in the differential diagnosis of 
polycythemia associated with hematuria, and urologic examina- 
tions should be performed accordingly. 


Diagnosis and Treatment of Pyelonepbritis in Diabetes Mellitus. 
G. E. Joron, J. deVries, G. Reid and others. Diabetes 4:99-103 
(March-April) 1955 |New York]. 


Autopsies have revealed pyelonephritis in 18 to 22% of dia- 
betic patients, in contrast to 3 to 4% of the general popula- 
tion. Clinicians do not diagnose pyelonephritis nearly so fre- 
quently, because diabetic patients may not present the usually 
described picture of acute pyelonephritis with chills and lumbar 
pain. Frequency and burning on urination may be absent or, 
if present, attributed to the diabetes. In most patients there 
are no subjective symptoms or physical signs to direct attention 
to an infective process involving the kidneys. In order to estab- 
lish criteria for the clinical diagnosis of pyelonephritis and to 
assess the methods of treatment, the authors obtained specimens 
of bladder urine from 409 diabetic patients and from 280 non- 
diabetic controls. Catheter specimens of urine were obtained in 
women, and midstream voided specimens in men. Micro-organ- 
isms were found in the urine of 61% of diabetic patients (men 
and women) compared with 59% of male and 43% of female 
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control patients. This high incidence of infection in men of 
both groups was unexpected, but may perhaps be accounted 
for by the advanced average age of the patients, which was 56 
years in the men and 60 years in the women. Pyuria was found 
in 19% of the diabetic men and in 25% of the diabetic women 
compared with 9% in the control patients of both sexes. Forty- 
one patients with positive cultures of bladder urine but without 
urinary complaints were cystoscoped, and cultures of ureteral 
urine and retrograde pyelograms were obtained. The results 
suggest that pyelonephritis is present or likely to develop if the 
same organism is recovered repeatedly from the bladder urine, 
particularly if there is associated pyuria. Pyelography was of 
little help in the diagnosis of pyelonephritis. Three types of 
pyelonephritis are recognized clinically: (1) chronic pyelo- 
nephritis without evidence of renal damage or systemic toxicity, 
(2) chronic pyelonephritis with evidence of renal damage or sys- 
temic toxicity, and (3) acute pyelonephritis. For the patients 
without evidence of chronic pyelonephritis the authors recom- 
mend a two-week course of treatment with a suitable antibac- 
terial agent. At the end of this period some will be cured. If 
not, the course may be repeated in special circumstances, but 
it seems unwise to pursue therapy indefinitely in every case, 
because many patients have chronic urinary tract infection for 
decades without much evidence of harm. In the patients with 
evidence of renal damage, the authors used prolonged treat- 
ment with frequent sensitivity tests and a variety of antibac- 
terial agents. Treatment often increased the patient’s sense of 
well being, even before there was any change in urinary find- 
ings. The treatment of acute pyelonephritis must be intensive 
from the start, since the disease may rapidly become fatal. 


INDUSTRIAL MEDICINE 


Hydrocortisone in the Treatment of Ganglia. R. F. Rich. J. M. 
Soc. New Jersey 52:260-261 (May) 1955 [Trenton, N. J.]. 


It has been shown that excessive muscular exercise stimulates 
the tissue in close proximity to joints and tendon sheaths, and 
that this may cause inflammatory irritation, degeneration, and 
cyst formation. This being a rational explanation of the cause 
of a ganglion, the use of an anti-inflammatory substance such 
as hydrocortisone was tried and found to reverse the process 
that initiates ganglion formation. An isotonic sodium chloride 
suspension of hydrocortisone acetate containing 25 mg. per 
cubic centimeter is injected directly into the ganglion without 
any attempt to aspirate fluid. The skin is sterilized with 70% 
alcohol, but no local anesthetic is used, The author prefers the 
25-gauge needle, %2 in. long. After injecting the hydrocorti- 
sone into the ganglion, a small dressing is applied, and the 
patient can then return to regular work. The amount of hydro- 
cortisone injected depends on the size of the ganglion. The 
author rarely injects less than 0.3 or more than 0.5 cc. of hydro- 
cortisone suspensions. The patient is examined daily, and in 
rare cases a new injection may be required after an interval 
of one week. The author found this treatment helpful in his 
capacity as a plant physician at a lamp factory where the 
Operators are mostly women who perform finger, hand, and 
wrist motions many times daily, with resultant increase in the 
number of ganglions. 


Pulmonary Changes Developing in Workers in the Aluminum 
Industry. F. Géher. Fortschr. Geb. ROntgenstrahlen 82:598- 
604 (May) 1955 (in German) [Stuttgart, Germany]. 


In studying hygienic conditions in the aluminum industry, 
Géher examined about 1,000 workers, who were employed in 
one bauxite mine, in two plants producing aluminum oxide 
(alumina), and in two alumina-reduction plants. In examining 
the workers, special attention was given to the occupational 
history and to respiratory symptoms. Workers with active tu- 
berculosis and with other serious organic disorders had been 
excluded from working in the aluminum industry by preem- 
ployment examinations. Each worker was subjected to thoracic 
fluoroscopy, and roentgenograms were made whenever there 
was the slightest suspicion of a pulmonary lesion. Two types 
of pulmonary lesions were observed, but these do not constitute 
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definite stages of aluminosis, the one more or less merging into 
the other. Unilateral or bilateral fine strand-like shadows and 
some pale foci characterize the first type, whereas in the second 
type the foci are closer together and confluent within the denser 
areas. The author found that aluminosis developed in 3.5% of 
the workers exposed to bauxite dust, 4.9% of those exposed 
to alumina dust, and 6.3% of the workers in the reduction 
plants, who inhale both alumina and cryolite dusts. No pro- 
gression was noted in the aluminotic lesions during two years 
of observation. Since none of the workers was exposed to the 
inhalation of the dust of metallic aluminum, the author had 
no occasion to observe the more severe lesions produced with 
this form of exposure. In contrast to the results of previous 
investigations, the author believes that inhalation of alumina 
produces pulmonary changes, but their rapid progression is im- 
probable as long as the working environment does not deteri- 
orate, that is, if the dust counts are kept down. 


Roller and Wringer Injuries: Clinical and Experimental Studies. 
M. A. Entin. Plast. & Reconstruct. Surg. 15:290-312 (April) 
1955 [Baltimore]. 


This report is based on experimental investigations and on 
clinical experiences. Redistribution of electrolytes was deter- 
mined in the muscles of rats at different times after roller in- 
jury of hind legs. The rats showed a loss of potassium and a 
pronounced gain of sodium. These changes suggest cellular 
damage. Experimental study of the effect of hyaluronidase on 
roller injury supports the conclusion that, if it is used early 
and in sufficient doses, it will curtail edema and reduce the 
loss of tissue. The group of patients included in this study was 
selected from a series of cases of roller and wringer injuries, 
because each demonstrated a different type of avulsion injury 
with one or several associated injuries. The author saw most 
of the patients within a short time after injury. Surgical pro- 
cedures and, in some, definitive reconstruction were begun on 
the average within four hours after the accident. Rapidity in 
closing wounds reduces infection and increases the chances of 
primary healing, both of which are essential to the functional 
restoration. In some patients injuries occurred in small towns and 
definitive treatment was not available or was not sought for days 
or even weeks. Such delays reduce the chances of optimal re- 
covery of function and make the reconstructive procedures 
more difficult. The degloving and palmodorsal types of injury 
associated with the loss of part of a member are the more 
mutilating and reconstructive procedures are, consequently, 
more difficult and may require several operations. Good func- 
tion always takes precedence over the cosmetic appearance. 
Palmar avulsions, even in the very young, are associated with 
severe injury to the soft tissues and muscles of the thenar and 
hypothenar eminences. Unless they are frankly ischemic, at- 
tempts to preserve partly avulsed palmar flaps should be made 
by suturing them into the normal anatomic position. The use 
of primary definitive reconstruction is attended by better chances 
of success even in patients with severe dorsal avulsion associ- 
ated with tendon, bone, and joint injuries. Treatment should 
strive for preservation of all viable tissues, closure without ten- 
sion, and earliest resumption of motion. Because of the complex 
nature of some of the injuries, immediate definitive reconstruc- 
tion may not be possible. The initial treatment, however, must 
provide complete closure of all wounds without excessive ten- 
sion in order to minimize stiffening. Unless specifically contra- 
indicated, the placing of the hand in the position of function is 
imperative. It is important to obtain good primary healing and 
to start early motion in the hand, because long-standing open 
wounds, secondary infections, and prolonged immobilization 
_can seriously impair function and interfere with definitive re- 
construction. The initial closure of all wounds may entail simple 
resuturing of the avulsed portion of the skin, application of 
split-thickness skin graft, or shifting of neighboring skin. In 
massive loss of skin with exposure of bones and tendons, it may 
be necessary to apply flaps from distant areas in order to pre- 
serve denuded parts and permit future reconstructive Operations. 
When it is possible to combine the initial and the definitive 
reconstruction, tissue is saved. It is essential to speed up re- 
habilitation by occupational therapy and by evoking in the 
patient an enthusiastic desire to regain complete function. 
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THERAPEUTICS 


Studies in Penicillin Hypersensitivity: II, The Significance of 
Penicillin as a Contaminant. M. Coleman and B. B. Siegel. J. 
Allergy 26:253-261 (May) 1955 [St. Louis]. 


Itching of the palms, genitals, axillae, and soles of the feet 
developed in a 29-year-old nurse 15 minutes after swallowing 
a 200,000 unit tablet of penicillin. This was followed by itch- 
ing of the throat and a generalized urticaria and angioedema. 
A subcutaneous injection of epinephrine relieved most of the 
symptoms within 30 minutes. One year later this penicillin- 
sensitive patient was given an intramuscular injection of 25 
mg. of an aqueous suspension of testosterone mixed with a 
small amount of 1% procaine hydrochloride for the correction 
of menstrual irregularity. A severe allergic reaction with the 
previous symptoms and in addition with tightness in the chest, 
audible wheezing, vomiting, and severe lower abdominal pains 
followed by metrorrhagia was produced in this highly sensitive 
patient by the use of a supposedly clean, boiled syringe. Com- 
plete study by means of passive transfer and direct skin test- 
ing revealed negative reactions and no clinical responses to tes- 
tosterone and procaine. However, when the sterilizer water in 
which the syringe had been boiled was found to contain peni- 
cillin antigen in appreciable amounts, it seemed likely that the 
contamination of the injectant with penicillin was responsible for 
the untoward reaction in this patient. Contamination of syringes 
and sterilizer water with penicillin presents a serious problem, as 
it is difficult to wash the syringe clear of penicillin and prolonged 
boiling does not completely inactivate the antigenic principle 
of the drug. It is hazardous to administer any type of injection 
to patients who are known to be markedly sensitive to penicillin 
unless it is certain that the syringes to be employed are not con- 
taminated with penicillin. Allergic reactions in penicillin-sensi- 
tive patients, which are commonly attributed to nonantigenic 
drugs, may in fact be caused by penicillin as a syringe con- 
taminant. The authors’ case suggests the possibility that sensi- 
tization to penicillin may result from repeated injections of 
unrelated substances with syringes contaminated with penicillin. 
To reduce the likelihood of contaminating syringes and steri- 
lizers with penicillin, it is imperative that all-glass syringes and 
needles be washed at least three times with running water after 
using. The syringe parts should then be separated before they 
are placed in the sterilizer. Sterilizers should be cleaned after 
use and the water in them should be changed frequently and 
completely. It would be advisable to reserve separate syringes 
and a separate sterilizer for use with penicillin. 


Meticorten and 9 Alpha Fluorohydrocortisone in the Treatment 
of Allergic Disorders. C. E. Arbesman and R. J. Ehrenreich. 
J. Allergy 26:189-200 (May) 1955 [St. Louis]. 


Two synthetically prepared steroids, 9-alpha-fluorohydro- 
cortisone and prednisone (Meticorten) were given therapeutic 
trials in patients with allergic disorders. Eight patients with 
severe asthma, seven of whom had been symptomatically con- 
trolled with cortisone or hydrocortisone, were treated with 2 
to 12 mg. of 9-alpha-fluorohydrocortisone daily for 4 to 14 
days. Although very effective for sodium retention and eosino- 
phil-reduction response, 9-alpha-fluorohydrocortisone was of no 
value in the relief of asthmatic symptoms. Prednisone was 
given to 20 patients, 17 of whom had bronchial asthma, 
one dermatomyositis, one perennial allergic rhinitis, and 
one chronic urticaria and angioedema. Of the 17 asthmatic 
patients, 16 had been on maintenance therapy with either corti- 
sone or hydrocortisone for long periods. Fifteen of these 16 
patients obtained at least equally beneficial results from predni- 
sone when 5 mg. of this drug was substituted for each 25 mg. 
of cortisone and 20 mg. of hydrocortisone. In one patient severe 
epigastric pain developed with 10 mg. of prednisone; he was 
switched back to hydrocortisone without difficulty or ill-effects 
and remained well. The 17th asthmatic patient had not previ- 
ously had steroid therapy and obtained excellent relief with an 
initial daily dose of 20 mg. of prednisone for one week. He 
continued to improve On a maintenance dose of 10 to 15 mg. 
daily. The patient with dermatomyositis was more satisfactorily 
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controlled by prednisone than by hydrocortisone. The patient 
with severe perennial allergic rhinitis and the one with giant 
urticaria and angioedema failed to respond to prednisone. 
Prednisone, despite no supplemental potassium or sodium re- 
striction, did not affect these electrolytes in patients with the 
doses used by the authors. Prednisone did not affect the blood 
pressure Or body weight. Prednisone is clinically four to five 
times as effective as cortisone and three to four times as effec- 
tive as hydrocortisone, milligram for milligram. The long-term 
effect of this new steroid must yet be determined. The usual 
precautions and contraindications of the other steroids should 
be observed. Prednisone, like the other steroids, is not a sub- 
stitute for specific management of the allergic or asthmatic 
patient. 


Recent Viewpoints on the Pharmacology of Narcotine. H. Kon- 
zett. Wien. klin. Wchnschr. 67:306-309 (May 6) 1955 (In Ger- 
man) |Vienna, Austria}. 


Narcotine, a benzoylisoquinoline derivative and one of the 
secondary alkaloids of opium, was given in doses of 0.5 to 1 
mg. per kilogram of body weight to cats in which attacks of 
cough were produced by mechanical stimulation of the mucosa 
of the trachea. The cough reflex was controlled surprisingly 
well. This effect of narcotine was similar to that obtained with 
codeine. The lungs of the anesthetized cats were then subjected 
to rhythmical inspiration with the aid of Starling’s respiration 
pump. The amount of air which with a constant maximum in- 
flation pressure could no longer be taken up by the lung was 
directed to a volume-recording instrument, by which it was 
quantitatively recorded during the inspiration phase. This 
method permits quantitative measurements of bronchocon- 
strictor as well as of bronchodilator effects. With the use of 
this technique narcotine proved to exert a moderate broncho- 
dilator effect when doses of 2 to 4 mg. per kilogram of body 
weight were given. Narcotine caused slight lowering of blood 
pressure of short duration. This effect depended primarily on 
vascular dilatation. Narcotine also exerted a weak spasmolytic 
effect on isolated strips of small intestine and colon obtained 
from rabbits and guinea pigs. It also exerted a spasmolytic effect 
on the stomach and intestine of the intact animals. Experiments 
on dogs that were given narcotine daily for 13 weeks showed 
that the cough-inhibiting effect remained the same despite the 
prolonged therapy; drug habit, therefore, did not develop. Cough 
was induced by inhalation of citric acid aerosol in healthy per- 
sons and in patients with asthma who then were given narcotine 
and codeine in tablets. Narcotine in doses of 5 to 15 mg. exerted 
a definite cough-inhibiting effect that was stronger than that 
obtained with larger doses (30 mg.) of codeine. Although further 
therapeutic trials in man are required for definite evaluation, 
the conformity in the results obtained in human cough and in 
experimentally produced cough reflex in animals is noteworthy. 


A Clinical Evaluation of Elorine Sulfate. I. R. Schwartz, E. 
Lehman, J. M. Seibel and others. Am. J. Gastroenterol. 23: 
461-468 (May) 1955 |New York]. 


Elorine, a quaternary ammonium compound (1-cyclohexyl- 
1-phenyl!-3-pyrrolidino-1-propanol methsulfate), was given to 
167 patients with hypercholinergic gastrointestinal manifesta- 
tions, 144 of whom were followed up long enough for proper 
evaluation. Of these 144 patients, 104 had peptic ulcer and 40 
had miscellaneous hypercholinergic disorders such as dumping 
syndrome, functional diarrhea, irritable colon, ulcerative colitis, 
duodenitis, and psychoneurosis with hypercholinergic gastro- 
intestinal manifestations. Seventy-seven of the 104 patients 
with ulcers were successfully treated as shown by prompt 
and sustained relief of symptoms. These patients received 50 
mg. of the drug four times a day, and in the more severe cases 
75 to 100 mg. was given four times a day. The authors believe 
that more patients could have been helped by the use of doses 
larger than the initially recommended 50 mg. four times a day. 
Twenty-two of the patients in the miscellaneous hypercholinergic 
group were successfully treated, although the number of pa- 
tients in each category was not statistically significant. Gastric 
secretion studies revealed a distinct response in diminution of 
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volume of secretion and of free acid only when the intra- 
gastrically installed dose of the drug was 100 mg. or more. 
Undesirable side-effects were surprisingly moderate in number 
and severity. Only five patients could not tolerate the drug be- 
cause of toxic effects. Doses of 75 mg. to 100 mg. four times 
a day are necessary for therapeutic purposes, but the dose of 
50 mg. four times a day can be used as a maintenance dose. 
Elorine, and Co-Elorine (25 mg. of Elorine sulfate combined 
with 8 mg. of amobarbital) with its added sedative effect, are 
valuable additions to the treatment of diseases manifested by 
hypercholinergic symptoms, 


Ultrasonic Therapy with Special Reference to Rheumatic Dis- 
eases. F. Friedland. Am. J. Phys. Med. 34:379-385 (April) 1955 
|Baltimore]. 


Compared with the more commonly accepted therapeutic 
agents such as infra-red and short-wave diathermy, ultrasound 
seems to have a therapeutic efficacy equal to that of the thermal 
energies and in some conditions slightly better. In constitutional 
diseases such as rheumatoid arthritis ultrasound is not curative, 
but it is a worthwhile adjunct to the total therapeutic regimen. 
It allows of obtaining improvement in patients resistant to other 
forms of therapy. It is convenient in application, requiring treat- 
ment of from 4 to 10 minutes as compared with 20 to 30 minutes 
for all other forms of thermal energy. In the treatment of sub- 
deltoid bursitis and rheumatoid spondylitis, ultrasound has the 
definite advantage over x-ray therapy that it can be used re- 
peatedly for the treatment of unavoidable recurrences. Ultra- 
sound in the recommended doses is believed to be safe. Thus 
the author prescribes this therapy as first choice in Marie- 
Strumpell spondylitis, sciatic neuralgia, and subdeitoid bursitis 
except when certain contraindications exclude its use, e. g., lack 
of cooperation on the part of a patient who cannot be depended 
on to report increased pain or burning, the most important safe- 
guard against overdosage and tissue damage. The author also 
advises against the use of ultrasound before, during, or after 
the period of x-ray therapy because of the possible summation 
effect of these two radiant energies. 


PATHOLOGY 


Diagnostic Study of Serous Effusions with Emphasis on Some 
Unusual Findings. M. L. Perou and M. S. Littman. Am. J 
Clin, Path. 25:467-479 (May) 1955 [Baltimore]. 


Specimens of serous effusions were obtained from the peri- 
cardial, pleural, or peritoneal cavities of 50 patients, both dur- 
ing life and at autopsy. There were 10 control patients with 
no malignant tumor, 27 patients with carcinoma, 10 with 
lymphoid tumors, 2 with mesotheliomas, and one with reticulo- 
endotheliosis (Letterer-Siwe’s disease). The following practical 
conclusions can be drawn from the study. 1. Undifferentiated 
tumor cells cannot be of value in locating the primary site of 
these cells, whereas well-differentiated tumor cells afford great 
diagnostic help. 2. Organoid arrangements are pathognomonic 
of cancer and are better seen in hematoxylin-stained and eosin- 
stained sections of sediments. Liebow stated: “Occasionally 
strips of mesothelial cells may curl upon themselves to present 
a misleading acinar aspect.” 3. Carcinoma cells can often be 
distinguished from sarcoma cells. 4. Certain types of metastasiz- 
ing carcinoma can be ruled out or confirmed by cytological 
examinations of serous effusion alone. 5. Certain types of sar- 
coma such as reticulum cell sarcoma, Hodgkin’s sarcoma, and, 
to a lesser degree, lymphosarcoma can be recognized in serous 
effusions. 6. Besides mesothelial, inflammatory, and carcinoma 
cells one may also find sarcoma, reticular cells, or myeloid cells 
in serous effusions. Too often the cytologist looks only for “car- 
cinoma cells,” and the interpretation of the other types of cells 
present is neglected. 7. Mesotheliomas may be suspected from 
cytological examination of appropriate serous effusions. The 
presence of a syncytial pattern or of sarcoma-like cells and car- 
cinoma-like cells side by side seems characteristic although not 
pathognomonic, since other types of tumor such as anaplastic 
carcinoma or leiomyosarcoma may give similar findings. The 
tubular or papillary type of mesothelioma is often indistinguish- 
able from carcinoma of the bronchus, breast, or ovary. 
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BOOK REVIEWS 


Forceps Deliveries. By Edward H. Dennen, M.D., F.A.C.S., Professor 
of Obstetrics and Gynecology, New York Polyclinic Medical School and 
Hospital, New York. Obstetrics & Gynecology: A Series of Monographs, 
edited by Claude E, Heaton, M.D., Associate Professor of Obstetrics and 
Gynecology, New York University College of Medicine, New York. Cloth. 
$6.50. Pp. 228, with 88 illustrations. F. A. Davis Company, 1914-16 
Cherry St., Philadelphia 3, 1955. 


This is an excellent summary of modern thinking concerning 
the most frequent, the most useful, and the most abused opera- 
tive procedure in obstetrics. In the first two chapters, the author 
discusses the indications for forceps delivery, the conditions 
necessary for the safe delivery of the baby and the prevention 
of trauma to the mother, the classification of forceps operations, 
correct diagnosis, and proper application of the instrument. 
Most of the book is devoted to the use of forceps in the de- 
livery of the head in a posterior position or arrested in the 
transverse, as well as the use of special instruments for special 
situations. The final chapters are devoted to the Keilland, the 
Barton, and the Piper forceps and their use under special con- 
ditions and indications. The text is illustrated throughout by 
excellent line drawings that picture the proper application of the 
various instruments in situations most suited for their use. The 
author is undoubtedly a superb craftsman who has learned to 
use the best instrument to meet his special needs. In his intro- 
duction he says that “the ultimate object of this book is to show 
that there is a choice of instrument in delivery with forceps, 
depending on existing conditions; that one should choose the 
type of forceps that suits the case rather than try to make all 
cases fit one type of forceps.” Unfortunately, such skilled tech- 
nicians are a vanishing lot and most obstetricians today are 
fortunate if they develop real dexterity in the use of one type. 
Furthermore, many patients in whom a difficult midforceps de- 
livery would have been performed in the past are now delivered 
by cesarean section and this trend will continue. If forceps 
delivery is undertaken only when the head is well engaged in 
the pelvis, there is little use for axis-traction devices to which 
the author is attached, for the skilled accoucheur can obtain 
a desirable mechanism of delivery without their use. A favorable 
delivery mechanism can be carried out easier and all manipula- 
tions simplified if an episiotomy precedes the application of 
the blades. This excellent monograph is recommended for the 
specialist and the casual obstetrician, but it must be remembered 
that it is the man behind the forceps and not the instrument that 
is all important. 


The Royal Society of Medicine: The Realization of an Ideal (1805-1955). 
Written at the request of president and council by Maurice Davidson, 
M.A., D.M., F.R.C.P. Cloth. 21s. Pp. 201, with 29 illustrations, The Royal 
Society of Medicine, 1 Wimpole St., London, W.1, England, 1955. 


Not often does one find such a thoroughbred book as this 
one, which was written to commemorate the 150th anniversary 
of the Royal Society of Medicine. The esteem in which the 
society is held in British medicine is exemplified in the recog- 
nition given it by the sovereigns of Britain since the time of 
His Majesty King William IV who granted it a charter in 1834 
and who thereby declared himself “and his successors if they 
shall think fit” the Patron of the Society. Each of the successors 
of William IV has thought fit to be its patron. On what must 
have been a highly impressive occasion on May 21, 1912, King 
George V and Queen Mary attended the opening ceremony of 
the new home of the society at no. 1 Wimpole Street. In Novem- 
ber, 1922, the president of the society announced to the council 
that His Royal Highness the Prince of Wales, having accepted 
an honorary fellowship, had been unanimously elected. The 
chapters on the proceedings of the society and especially that 
on the library, which has been described as the finest medical 
library in Europe, if not in the Western Hemisphere, will evoke 
in the reader deep contemplation and nostalgia. 


These book reviews have been prepared by competent authorities but 
do not represent the opinions of any medical or other organization unless 
specifically so stated. 


A unique chapter in a book of this sort called the “Presidential 
Chair” provides a brief account, with illustrations, of those who 
have occupied the presidential chair beginning with Sir William 
Selby Church, B.T., K.C.B., M.D., to the present occupant, Sir 
William Gilliatt, K.C.V.O., M.S., now Surgeon-Gynecologist to 
Her Majesty Queen Elizabeth II. There should be few who will 
fail to regard the last chapter on the future as required reading 
for all members of our profession. Those who are content with 
the present trend in medicine here and abroad will pause to 
reflect. Those who are deeply concerned will take fresh courage, 
despite the risk of being called reactionaries, in maintaining 
the traditions of the past that elevated the physician in the 
esteem and affection of the public—a position many have failed 
to treasure, and, once lost, will in this day be difficult to re- 
capture, Some time ago there were those who were deeply con- 
cerned that medicine must choose whether to follow the path 
of freedom and solid accomplishment or be tempted to turn 
down a road that would lead to its seduction. It appears to have 
chosen the latter and consequently finds itself in a maelstrom 
of corrosive forces that are sapping its strength and dignity. 

Those reactionaries that predicted what was to come and 
those, not familiar with the old road and yet troubled with the 
new, will derive inspiration and fresh courage from this account 
of the development of the Royal Society of Medicine. In 1905, 
the centenary year of the Royal Medical and Chirurgical Society 
of London, the Chronicles of the Society from 1805 to 1905 
were published. Now that the Royal Society of Medicine has 
reached its jubilee, this chronicle of the events of the society 
during the last 50 years links the present with the past. The 
society may well take pride in the constellation of stars among 
the great clinicians on her roster of bygone days. Their stature 
is well porirayed in this book, which is in no sense a mere his- 
torical account of a medical fellowship. It is published in ex- 
cellent taste and the illustrations, especially the frontispiece in 
colors from the drawing by Patrick Hall, are a delight to 
examine. 


Antenatal and Fustnatal Care. By Francis J. Browne, M.D., D.Sc., 
F.R.C.S., Consulting Obstetric Surgeon, University College Hospital, 
London, and J. C. McClure Browne, B.Sc., M.B., F.R.C.S., Professor of 
Obstetrics and Gynecology, University of London, London. Eighth edition. 
Cloth. $8. Pp. 672, with 94 illustrations, Little, Brown and Company, 34 
Beacon St., Boston; J. & A. Churchill Ltd., 104 Gloucester Pl., London 
W.1, England, 1955, 


The introductory chapter gives the development of antenatal 
care. The presentation of data reveals the slow but gradual prog- 
ress of the evaluation of better obstetric care, with the lowering 
of maternal mortality. Credit is given to various countries for 
their contributions in this direction. The sequence of chapters 
begins with the diagnosis of pregnancy. Subsequently, emphasis 
is given to the medical examination. Evaluations of special 
points are made in regard to diet, hygiene, general care, travel, 
bathing, care of the breasts, articles of clothing, and smoking, | 
One chapter by Grantly Dick Read presents the emotional aspect 
of pregnancy and parturition. Three chapters are devoted to 
hemorrhage. The conditions in the first of these are abortion, 
tubal gestation, fibroid polyps, cervicites, varicosities, and car- 
cinoma. The second chapter on hemorrhage deals with hydati- 
form mole. The third has to do with habitual and recurrent 
abortion. Thirty pages are devoted to hemorrhage of late preg- 
nancy, primarily placenta previa. A second chapter on hemor- 
rhage of late pregnancy discusses abruption of placenta. 

The nature and manner of presentation implies authority, 
skill, and competence of the authors. Their knowledge of the 
literature of obstetrics commands respect. Much of the discus- 
sion involves biology, heredity factors, sex, Mendelian charac- 
teristics, and other useful information. The classification and 
number of medical complications, such as anemia, chorea, 
polyneuritis, myasthenia gravis, and syringomyelia, are listed 
separately. The methods for diagnosis are advanced logically. 
The recommendations for treatment are consistent and current, 
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The section on venereal and related diseases gives appropriate 
coverage to syphilis and gonorrhea. Moderate space is given to 
trichomonas infection and mycoses. The therapies of these two 
latter conditions derive more from Europe than from the West- 
ern Hemisphere. The section on radiology and obstetrics is pro- 
fusely documented by pictures and illustrations, but only 20 
pages are given to postnatal care. The book makes little mention 
of care on parturition. The book is valuable for the proper 
attitude with which the material is presented and the broad 
coverage and the healthy discussion of the normal and abnormal 
conditions in the prenatal period. 


Gynecology. By Douglas H. MacLeod, M.S., F.R.C.P., F.R.C.S., 
Gynecological Surgeon, St. Mary’s Hospital, and Charles D. Read, M.B., 
F.R.C.S., F.R.A.C.S., Director, Institute of Obstetrics and Gynecology, 
British Postgraduate Medical Federation, University of London, London. 
[Formerly Eden and Lockyer’s Gynecology.] Section on Anatomy by James 
Snyder, M.D., F.R.C.S. Section on Physiology and Endocrinology by 
Russell Fraser, M.D., F.R.C.P. Fifth edition. Cloth. $16. Pp. 864, with 
551 illustrations. Little, Brown & Company, 34 Beacon St., Boston 6; J. & 
A. Churchill, Ltd., 104 Gloucester Pl., Portman Sq., London, W.1, Eng- 
land, 1955. 


The first edition of this book, which was popular many years 
ago, was written by Eden and Lockyer and published in 1916. 
These authors prepared revised editions in 1920 and 1928. The 
fourth edition was revised by Whitehouse in 1935 and now, after 
20 years, the fifth edition appears. Because the present authors 
believe that many data that were in the edition of 20 years ago 
are still accepted as orthodox gynecologic opinion and practice, 
they have made few alterations in the sections dealing with the 
clinical aspects of infection, ectopic pregnancy, simple uterine 
tumors, and gynecologic diagnosis. They have made great 
changes in the chapters on endocrinology, antibiotics and chemo- 
therapy, blood transfusions, early diagnosis of cancer, infertility, 
and pathology. Special chapters were written by James Snyder 
on anatomy, Russell Fraser on physiology and endocrinology, 
and H. Hulbert on radiotherapy. The authors say the space 
devoted to operative gynecology is limited because the field can- 
not be covered properly except in a special textbook. In discuss- 
ing the complete exenteration operation, Brunschwig’s paper 
and statistics of 1949 have been quoted even though he has 
written several articles since then. It is unfortunate that few of 
the references quoted in the section on guides to further reading 
are to recent articles. Those quoted for diverticulitis are of 
1907, 1916, 1917, 1925, 1926, and 1930. The reference for 
urethral diverticula is of 1890. In spite of this minor criticism, 
the book is outstanding. It is ably written by two of the foremost 
gynecologists in the world. There is an enormous amount of 
useful information about gynecology. The advice given about 
therapy is excellent and in accord with that recommended in 
the United States as well as Great Britain. The illustrations are 
numerous and well reproduced. The authors are to be com- 
mended for having brought this great book up to date and for 
having improved it immeasurably. 


The Halogenated Aliphatic, Olefinic, Cyclic, Aromatic, and Aliphatic- 
Aromatic Hydrocarbons Including the Halogenated Insecticides: Their 
Toxicity and Potential! Dangers. By W. F. von Oettingen, M.D., Ph.D., 
United States Department of Health, Education, and Welfare, Public 
Health Service, National Institutes of Health, National Institute of Ar- 
thritis and Metabolic Diseases. Public Health Service publication no. 414, 
Cloth. $2.50. Pp. 430, with illustrations. Superintendent of Documents, 
Government Printing Office, Washington 25, D.C., 1955. 


This book is a review of the accumulated knowledge on the 
mechanism and action of the halogenated hydrocarbons. Carbon 
tetrachloride, DDT, Freon, methyl bromide, and other less 
familiar chemicals used as insecticides, solvents, fumigants, and 
refrigerants are described. The chemistry, analytical procedure, 
potential uses, investigative toxicology, clinical toxicology, and 
the prophylaxis and treatment of poisoning from them are 
discussed. Since many of these compounds are finding increasing 
use in industry and our daily life, this synopsis of their toxicology 
is intended to reduce the incidences and facilitate the diagnosis 
and treatment of poisoning and stimulate research on many un- 
answered problems concerning their activity. As a reference 
guide to help further knowledge on newer poisons used in 
industry and in agriculture, this book can be highly recom- 
mended. 


J.A.M.A., Aug. 20, 1955 


Origins of Resistance to Toxic Agents: Proceedings of the Symposium 
Held in Washington, D.C., March 25-27, 1954. Edited by M. G. Sevag, 
Department of Microbiology, School of Medicine, University of Pennsyl- 
vania, Philadelphia, Roger D. Reid, Head, Microbiology Branch, Office of 
Naval Research, Department of the Navy, Washington, D. C., and Orr 
E. Reynolds, Director, Biological Sciences Division, Office of Naval Re- 
search, Department of the Navy. This symposium, organized by editors, 
was held under joint auspices of Office of Naval Research and University 
of Pennsylvania. Cloth. $12. Pp. 471, with illustrations. Academic Press, 
Inc., 125 E. 23rd St., New York 10, 1955. 


The discovery of sulfonamides and various antibiotics has 
been considered by some as having introduced the golden age 
in therapeutics. This was predicated on the optimistic belief that 
infectious diseases were about to become a thing of the past, 
but disappointment and concern among physicians about the 
increasing resistance to antibiotic therapy now prevails. This 
book offers a serious warning against any false sense of security 
regarding the control of infections with this group of compounds, 
Toxic reactions involving systemic and metabolic derangements, 
dermatological manifestations, and hypersensitivity are an added 
and rather discouraging development. These and other challeng- 
ing problems prompted the organization of this symposium, 
which brought together various specialists, principally for dis- 
covering the common element in an apparent diversity of ideas. 
The book is divided into five parts. The first is devoted to re- 
sistance of microbicides to drugs, its origin and mechanism. The 
second part explores resistance to herbicides and insecticides. 
Insect resistance to DDT has been analyzed intensively as to 
the source, distribution, and causes for resistance and its differ- 
ence from other insecticides. The origin of tolerance and addic- 
tion to drugs and the special problem of alcoholism is discussed 
in part 3. The biochemical and physiological disturbances associ- 
ated with addiction to drugs, as well as psychological and soci- 
ologic factors, are reviewed. Part 4 examines resistance factors 
common to infectious agents and cancer cells. It discusses trans- 
formations to resistance and dependence of leukemic cells, the 
nature of tumor immunity, and factors in resistance to infectious 
diseases. The physiological, chemical, and genetic factors in- 
volved in resistance are reviewed in part 5. This book is an 
authoritative report on a complex subject, the full implications 
of which are still undetermined. 


The Management of Obstetric Difficulties. By Paul Titus. Revised by 
J. Robert Willson, M.D., M.S., Professor of Obstetrics and Gynecology, 
Temple University School of Medicine. Philadelphia. Fifth edition. Cloth. 
$12.50. Pp. 737, with 349 illustrations, C. V. Mosby Company, 3207 
Washington Blvd., St. Louis 3, 1955. 


Willson has reduced the size of the book by more than 300 
pages. The large section on infertility has been retained, although 
it has been drastically cut. It is questionable whether infertility 
comes under the heading of obstetric difficulties. Extensive 
changes have been made throughout the book. Outmoded, un- 
proved, and many controversial procedures have been omitted, 
but the book remains essentially what Titus intended it to be, 
hence it is not in competition with the conventional textbooks 
on obstetrics. Willson emphasizes that local infiltration anes- 
thesia is simple, safe, and effective for providing pain relief for 
the mother without affecting the infant, yet at Temple University 
Hospital over 12,000 spinal anesthetics have been administered 
for delivery and no woman has died or been permanently injured 
as a result of the procedure. Willson says that extensive hormone 
therapy is not often necessary during pregnancy, but in some 
women the endocrines may be helpful. He questions the bene- 
ficial effects of estrogen or progesterone in abortion, and he 
says that neither estrogen nor the male hormone needs to be 
given to inhibit engorgement of the breasts after delivery. The 
section on the newborn infant was written by Victor C. Vaughan 
III. The book is well written and contains much valuable infor- 
mation and advice. The latter is practical and conservative. The 
illustrations are numerous, clear, and instructive, but the colored 
frontispiece, which was drawn 20 years ago and shows the 
Friedman-Lapham modification of the Aschheim-Zondek test, 
should be omitted from the next edition. This book has been 
popular, and the improvements made by Willson will un- 
doubtedly increase its popularity. The publishers also deserve 
praise for having done their part well. 
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Progress in Allergy. IV. Edited by Paul Kallés. Contributors: M. G. 
Bohrod, et al. Cloth. $20. Pp. 520, with 149 illustrations. Little, Brown & 
Company, 34 Beacon St., Boston 6, 1955. 


In his introduction to this fourth volume Kallés gives an 
excellent review of the current progress in allergy in addition to 
covering facts that are well known. The student of allergy will 
find this introduction together with the large bibliography a valu- 
able source of information for laboratory or clinical use. Each 
contributor is outstanding in his particular field. The manner in 
which the various facets of clinical and basic scientific concepts 
of allergy has been presented is excellent. 

Bohrod’s contribution on histology of allergic and related 
lesions is a comprehensive review of the histopathology of al- 
lergic disorders. In it he attempts to correlate the lesions de- 
scribed by the clinician and immunologist as allergic with the 
pathological findings. This article is one of the best discussions 
available on this subject. Mayer’s chapter, entitled “Group- 
Sensitization to Compounds of Quinone Structure and Its Bio- 
chemical Basis,” is well documented. Those interested in this 
subject will be well rewarded by reading it. Delayed hyper- 
sensitivities are discussed by Raffel. The most important recent 
advances in allergy concern the adrenal steroids. Three of the 
contributors have dealt with different phases of this problem. 
Experimental asthma is ably discussed by the Noelpps, and 
Maunsell has a chapter on respiratory allergy to fungus spores 
that includes the classification, identification, diagnosis, testing, 
therapy, and culturing of molds. All in all this book is a worth- 
while compilation. 


Minor Surgery. By John E. Sutton, M.D., P.A.C.S., Assistant Clinical 
professor of Surgery, Cornell University Medical College, New York. 
Handbooks for General Practitioner. Cloth. $7. Pp. 334, with 102 illus- 
trations, Landsberger Medical Books, Inc.; distributed by Blakiston divi- 
sion of McGraw-Hill Book Co., Inc., 330 W. 42nd St., New York 36; 
95 Farringdon St., London, E.C.4, England, 1955. 


The author was confronted by the eternal problem of differ- 
entiating between major and minor surgery. He considers minor 
procedures those concerned with simple uncomplicated con- 
ditions that do not endanger the patient’s life or future health. 
This excellent book is written in a succinct style with a lack of 
redundancy. Chapter 6 gives an outstanding discussion of the 
problems of “antimicrobials,” an aptly applied term. Intelligent 
and effective use of these agents depends on ascertaining the 
clinical diagnosis and the identity of the organism responsible 
for the infection. The advocacy of general anesthesia in the 
office or home is questionable to those who practice in areas 
well supplied with hospital facilities, but we must bear in mind 
our neighbors who do not have such advantages. A greater 
number of illustrations would enhance the value of this work. 
This book should be a valuable asset to the general practitioner 
and can be recommended to anyone interested in minor surgery. 


The Pharmacological Basis of Therapeutics: A Textbook of Pharma- 
cology, Toxicology, and Therapeutics for Physicians and Medical Students. 
By Louis S$. Goodman, M.A., M.D., Professor of Pharmacology, University 
of Utah College of Medicine, Salt Lake City, and Alfred Gilman, Ph.D., 
Professor of Pharmacology, College of Physicians and Surgeons, Colum- 
bia University, New York. Second edition. Cloth. $17.50. Pp. 1831, with 
89 illustrations. The Macmillan Company, 60 Fifth Ave., New York 11, 
1955. 


This book needs little introduction for it has maintained its 
popularity as a pharmacology textbook despite the fact that 14 
years have elapsed since the first edition was published. The 
present edition is much larger than its predecessor, as might be 
expected from the many advances in clinical pharmacology 
during the past decade. Emphasis is placed on the evaluation of 
new drugs and particularly on the necessity for cautious accept- 
ance of preliminary therapeutic claims. As in the first edition, 
much space is devoted to discussing the relationship of chemical 
structure and pharmacological activity. As with any book of 
this type some portions are already out-of-date, but this does not 
detract from the essential value of this book in acquainting the 
physician and medical student with the newer drugs as well as 
with the basic principles necessary for the rational use of drugs 
in clinical practice. 
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Atlas der Haut- und Geschlechtskrankheiten. Yon Dr. Walter Frieboes 
und Dr. Walther Schénfeld, o. O Professor und Vorstand der Universitiits- 
klinik und Poliklinik fiir Haut- und Geschlechtskrankheiten Heidelberg. 
Second edition. Cloth. 118 marks; $28.10. Pp. 292, with 476 illustrations. 
Georg Thieme, Herdweg 63, (14a) Stuttgart, Germany; (agents in U. S. A 
and Canada, Intercontinental Medical Book Corporation, 381 Fourth Ave., 
New York 16), 1955. 


This volume admirably fulfills the function of an atlas. It 
contains 470 excellently selected illustrations, all but a few of 
which are true color reproductions of the commonly encountered 
diseases and many of the uncommon. They are contained in one 
volume and arranged in a logical manner. Each page contains 
three or four close-up illustrations showing the essential char- 
acter of the lesions with but a minimum of explanatory text in 
German. The volume, of excellent stock, is well indexed. The 
outstanding features, however, are the excellence of the colored 
illustrations and the large number of them. It is unfortunate 
that the high cost of production makes it impractical to publish 
a book of this kind in the United States. 


Physiology and Anatomy with Practical Applications. By Esther M. 
Greisheimer, M.A., wis .D., Professor of Physiology, Temple Uni- 
versity School of Medicine, Philadelphia. With the assistance of Ann A. 
Miraldo, R.N., B.S., Science Instructor, Temple University School of 
Nursing. Seventh edition. Cloth. $5. Pp. 868, with 478 illustrations. J. B. 
Lippincott Company, East Washington Sq., Philadelphia 5; Pitman Medi- 
cal Publishing Company, 39-41 Parker St., Kingsway, London, W.C.2, 
England, 1955. 


The present edition of this popular book for nurses continues 
to present the essentials of anatomy and physiology in a lucid, 
easily understood manner. Much material has been rewritten, 
revised, and reset. Among other changes the section on the 
nervous system has been condensed into two chapters, one 
dealing with the peripheral (including the autonomic) and the 
other with the central nervous system. The chapter dealing with 
the endocrine system has been completely recast. The addition 
of new illustrations serves to facilitate assimilation of text 
material. Situations, with relevant questions, follow each chap- 
ter. Nursing students should find this book a real aid. 


Clinical Endocrinology for Practioners and Students. By Laurence 
Martin, M.D., F.R.C.P., Physician to Addenbrooke’s Hospital, Cambridge, 
and Martin Hynes, M.D., M.R.C.P., Clinical Pathologist to Royal North- 
ern Group of Hospitals, London. Foreword by Sir Lionel Whitby, C.V.O. 

M.D., Regius Professor of Physic, University of Cambridge, Cam- 
bridge. Second edition. Cloth. $5.50. Pp. 253, with 39 illustrations. Little, 
Brown & Company, 34 Beacon St., Boston 6; J. & A. Churchill, Ltd., 
104 Gloucester Pl., Portman Sq., London, W.1., England, 1954, 


This book is divided into 11 chapters on the pituitary; 
Frohlich’s syndrome and obesity; the pineal body; the thyroid 
gland; the parathyroid glands; the thymus; the adrenal glands; 
the testes; the ovary; the breast; and hormone implantation. It 
is written in excellent English with few excess words. It contains 
an astonishing amount of useful information. Most American 
endocrinologists will not take issue with the opinions expressed. 
It should be a useful addition to the library of those practitioners 
whose interest is not primarily in the field of endocrinology. 
Because of its brevity, the information sought can usually be 
quickly obtained. 


Differential Diagnosis of Internal Diseases: Clinical Analysis and Syn- 
thesis of Symptoms and Signs on Pathophysiologic Basis. By Julius Bauer, 
M.D., F.A.C.P., Clinical Professor of Medicine, College of Medical 
Evangelists, Los Angeles. Second edition. Cloth. $15. Pp. 987, with 65 
illustrations, Grune & Stratton, Inc., 381 Fourth Ave., New York 16; 
99 Great Russell St., London, W. C. 1, England, 1955. 


This edition includes some of the newer approaches and a 
great deal of philosophical thinking regarding the interpretation 
of symptoms. The author deplores the indiscriminate use of 
such tests as angiography of the heart or brain, aortography, and 
biopsies of the liver and kidney. This text is well written and 
the print and type of paper are excellent. The bibliography 
covers the most important references to the subjects discussed. 
This book should make an excellent addition to the library of 
anyone who is interested in the interpretation of symptoms and 
signs. 
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QUERIES AND 


ANTIBIOTICS USED LOCALLY 


To THE Eprror:—!/s the application of Aureomycin powder to 
wounds an approved procedure? Formerly the sulfonamides 
were so used, but it is believed this method was discarded 
as ineffectual and only the systemic administration of the 
sulfonamide drugs favored. M.D., California. 


ANSWER.—There is some divergence of opinion as to whether 
Aureomycin powder should be applied topically to wounds. This 
difference of thought extends to the local application of other 
antibiotic agents. However, most authorities do not recommend 
the local application of any antibacterial agent to fresh wounds, 
including those of the peritoneal surfaces. Their opinion has 
been formed as the result of several observations. Topically 
applied agents usually have a short period of bacteriostasis due 
to their absorption. They may be locally irritating, because of 
either their pH or chemical structure. They may also cause a 
state of hypersensitivity to the agents used, thereby depriving 
patients of the future benefits of these agents. In addition, there 
is tissue culture evidence that some of the antibiotics, includ- 
ing Aureomycin, inhibit the proliferation of epithelial cells in 
relatively low concentrations. The local application of anti- 
biotic agents, particularly over long periods of time, favors the 
acquisition of resistance by bacteria to the agents used. This is 
causing the development of resistant strains of bacteria in our 
environment that are beginning to produce infections not influ- 
enced by any of the available agents. It is, therefore, recom- 
mended that antibiotics, which are safe and effective for sys- 
temic use, not be used topically. If the use of an antibacterial 
agent is deemed necessary, one of the agents not likely to be 
used parenterally, such as Neomycin, Polymyxin, or Bacitracin, 
should be chosen. 


VARICOSE VEINS DURING PREGNANCY 

To tHE Epitor:—A 30-year-old white woman is 24 weeks 
pregnant with her fourth pregnancy. She had varicosities of 
the right thigh and vulva with the last pregnancy, with almost 
complete disappearance of these postpartum. Now there are 
moderately severe varicosities of the right thigh and to a 
lesser extent of the lower leg. Those of the right vulva and 
buttock are painful due to distention after standing. Please 
advise, particularly on the advisability of using an elastic 
stocking. Benjamin E. Morgan, M.D., Wilson, N. C. 


ANSWER.—Women who have varicose veins of the legs and 
thighs should keep their legs on a chair or a stool while they 
are sitting. This relieves the distended veins of the extra load 
of blood they must carry when the feet are lowered in the usual 
position. Care must be exercised not to injure varicose veins 
because they may bleed or become infected. When the veins are 
unusually large a rubber stocking or elastic bandage must be 
worn. The stocking or bandage should be long enough to extend 
above the highest visible varicose vein and should be put on the 
leg in the morning before the wearer arises. In the case cited, 
a rubber stocking will compress the veins in the lower leg but 
not the veins in the upper thigh, vulva, and buttocks. A tight 
panty girdle can relieve painful varicosities in the vulva and 
buttocks. In many cases the veins may be obliterated by injection 
treatment during pregnancy. The results of this type of treatment 
are good and the dangers slight, if any. Special care must be 
taken during labor to prevent lacerations of the varicose veins 
in the vulva. 


The answers here published have been prepared by competent authori- 
ties. They do not, however, represent the opinions of any medical or other 
Organization unless specifically so stated in the reply. Anonymous com- 
munications and queries on postal cards cannot be answered. Every letter 
must contain the writer’s name and address, but these will be omitted on 
request. 


J.A.M.A., Aug. 20, 1955 
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APLASTIC ANEMIA FOLLOWING DRUG THERAPY 

To THe Epitor:—A woman, 50 years of age, developed aplastic 
anemia following treatment with Butazolidin. When the pa- 
tient was first seen, Dec. 1, 1954, she was acutely ill, with 
1,670,000 red blood cells per cubic millimeter and a hemo- 
globin level of 5.05%. No bone marrow was found on sternal 
puncture, and there were no platelets. The patient is at the 
hospital receiving daily treatment of 25 units of corticotropin 
(ACTH), 5% glucose in water, and transfusions of whole 
blood. On December 27, 1954, there were 3,570,000 red blood 
cells per cubic millimeter; the hemoglobin level was 11.15; 
and there were no platelets. The patient has no complaints 
and feels as well as ever. What is the prognosis, and can any- 
thing be added to the present treatment; also, need cortico- 
tropin be given daily, as her veins are becoming sclerosed? 


Melville V. Popelar, M.D., Cincinnati. 


ANSWER.—The prognosis of aplastic anemia due to marrow 
pancytopenia associated with drug therapy is always grave. Such 
cases have been reported to follow the administration of Buta- 
zolidin. In general partial or complete recovery from well- 
established drug-induced refractory anemia is unusual but 
possible after a period of weeks or months. It has not been con- 
vincingly shown to be accelerated by any method of treatment. 
As spontaneous recovery may occur, the opportunity for it to 
develop is obviously increased by prolonging the survival of the 
individual. Regular transfusions of whole blood or of packed 
red blood cells in order to maintain the hemoglobin level 
in the vicinity of 10 gm. per 100 cc. are the most useful thera- 
peutic measure. In this patient orally administered cortisone 
should be substituted at once for intravenously given cortico- 
tropin so that the patient may leave the hospital if conditions 
for home convalescent care under close professional supervision 
are satisfactory. Corticotropin and cortisone are probably equally 
effective in preventing purpuric bleeding by decreasing vascular 
fragility and sometimes in addition by elevating the platelet 
count. There is little evidence for a beneficial effect of either 
on red or white blood cell production in such patients. In 
rare instances of hypoplasia of erythropoiesis, especially in chil- 
dren, cortisone has increased the erythroid cellularity of the 
bone marrow. The anemia has then become responsive to vita- 
min By». Splenectomy is probably contraindicated because of 
absence of platelets and marrow megakaryocytes unless red 
blood cell survival is short. 

The patient probably also has leukopenia with few granulo- 
cytes. As long as a minimal number of adult polymorpho- 
nuclear cells are in evidence, leukopenia does not often lead to 
infection. Chemotherapy, such as for an infection of the oral 
cavity, should be reserved for a clinical indication and not used 
prophylactically. On an empirical basis, to guarantee the ade- 
quacy of nutritional factors for erythropoiesis, the patient should 
receive a nutritious diet and in addition 30 mcg. of vitamin Bi. 
every two weeks by injection as well as 1 to 5 mg. of folic acid 
daily by mouth. Based largely on vague clinical impressions, the 
patient might be given in addition daily 1 unit of Liver Extract 
or Liver Solution U. S. P. daily by mouth if these crude liver 
preparations are well tolerated. 


TRACHEOTOMY TUBE 


To THE Epiror:—What effect would a few drops of 2% bi- 
carbonate of soda have on mucus that plugs up a size 1 
tracheotomy tube in situ? What is the chemical reaction? 


Anchise A. Cirillo, M.D., Jamaica, N. Y. 


ANSWER.—Two per cent sodium bicarbonate of soda has a 
very mild detergent reaction on mucus. Its use would be some- 
what beneficial in cleaning a tracheotomy tube. A few drops 
instilled into the tracheotomy tube in situ from time to time 
is practiced in many institutions. 
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MENTAL DISORDERS AND THYROID EXTRACT 

To THE Epitor:—/. What is the rationale for the treatment of 
mental disorders, other than those associated with severe 
hypothyroidism, with very large doses of thyroid extract? 
2. Is there any danger in the daily intake of 5 to 20 grains 
(0.3 to 1.2 gm.) of thyroid extract for months or years? 


M.D., Illinois. 


ANSWER.—1. For patients who have mental disorders but 
who do not have definite hypothyroidism, there probably is no 
real rationale for the use of thyroid extract. Although there 
have been reports on the use of large doses of thyroid extract 
in the treatment of mental disorders in the absence of hypo- 
thyroidism, such medication has not been commonly used. 
Danziger and Kindwall in 1948 suggested that mental disorders 
are related to depression of cerebral metabolism. They also 
suggested that the ingestion of thyroid extract would increase 
the cerebral metabolism. 2. There is danger in the daily intake 
of 5 to 20 grains of thyroid extract. In general, a euthyroid 
patient can tolerate larger doses than one who has myxedema, 
but the tolerance may vary widely in both groups of patients. 
For a majority of patients with myxedema, the disease will be 
well controlled with a dose of thyroid extract (U. S. P.) ranging 
somewhere between 1 and 2% grains (0.065 to 0.10 gm.) daily. 
The patient who has a normal or lowered basal metabolic rate 
but without evidence of myxedema may tolerate twice this 
amount or more. A daily dose of 20 grains of thyroid extract 
(U. S. P.) would, however, be very likely to produce symptoms 
of hyperthyroidism in members of either group. 


THROMBOCYTOPENIA IN INFANT 

To THE Epiror:—A newhorn infant developed thrombocyto- 
penia on first day of life. He was a first-born child and had 
bleeding from the intestines and genitourinary tract into skin 
and into the cerebrospinal fluid. With supportive therapy, he 
recovered completely. Other causes for bleeding were ruled 
out, and the platelet count was 30,000 per cubic millimeter. 
The parents were free from any manifestations of disease. 
Harrington has shown that such cases are apparently due to 
the passage of platelet agglutinins from mother to child; the 
parents wonder what likelihood there is that subsequent chil- 
dren may have similar trouble. M.D., Ohio. 


ANSWER.—There are two types of thrombocytopenia in the 
newborn infant. In the first, the mother shows thrombocyto- 
penia purpura due to an acute platelet agglutinin that is then 
transmitted from the mother to the infant. In the second type, 
the mother may develop antibodies against the infant's platelets 
which then enter the infant’s circulation, causing thrombocyto- 
penia similar to the mechanism existing in hemolytic anemia 
of the newborn infant. The frequent thrombocytopenia in hemo- 
lytic anemia of the newborn infant is probably also caused by 
the same mechanism. Apparently, the case in question belongs 
to the second category. Although no reports discussing this prob- 
lem on a larger scale are yet available, it is known that frequently 
thrombocytopenia may occur in several infants in the same 
family. 


POLIOMYELITIS 


To THE Eprror:—I. What effect would the simultaneous ad- 
ministration of antipoliomyelitis gamma globulin have on the 
effective stimulation of antibody response elicited by the Salk 
vaccine? 2. At the age of 2'’2 years a patient had polio- 
encephalitis. She now is 4 years old. Could it be possible that 
she has a natural immunity to poliomyelitis and does not need 


the Salk shots? M.D., New York, and M.D., Ohio. 


ANSWER.—1. None. 2. If the diagnosis of polioencephalitis 
was correct, then the patient is immune to the type of virus that 
caused the attack. There are three types of poliomyelitis virus, 
and the patient may not be immune to the other two types. 
The only way to determine this would be to do neutralization 
tests for all three types of virus with serum collected from the 
patient. 
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CASTRATION 


To THE Epitor:—Will bilateral orchiectomy render an adult 
male sexually impotent, or is there a possibility of endocrine 
contributions from other glands supplving the stimulus neces- 
sary to coitus? Would such castration aid in deterring the 
compulsion to commit “sex crimes” of mutilation of children 
or abuse of children or horror crimes on adult members of 
society usually classed as “sex maniac crimes”? 


M.D., Michigan. 


ANSWER.—Castration in a male adult leads usually to a de- 
crease in sexual libido to a varying extent, but there is often 
sufficient sexual potency remaining to perform coitus quite satis- 
factorily. Castration in a prepubertal male results in almost 
complete impotency. The adult male retains his neuromuscular 
reflexes for coitus in spite of castraiion and not because of the 
contribution of androgens from other glands such as the 
adrenals. This operation would probably deter an individual 
from sex crimes, on a purely hypothetical basis. 


SURGICAL SKIN PLANING 
To THE Epiror:—Where may I get information about surgical 
skin planing? M.D.. Ohio. 


ANSWER.—An article on surgical skin planing for the im- 
provement of acne scars and other types of pitting appears in the 
A. M. A. Archives of Dermatology (68:389 |Oct.}| 1953). In 
surgical skin planing, the operator anesthetizes and temporarily 
stiffens the skin with a spray of ethyl chloride and then abrades 
and removes with a revolving wire brush the layer of skin pro- 
jecting above the base of the acne scars. Usually two or three 
treatments at monthly or bimonthly intervals will improve the 
scars considerably. Occasional bad sequelae from this procedure 
are: (1) hyperpigmentation, especially in dark-skinned indi- 
viduals, which may persist for a long time; (2) skin erythema, 
especially in light-skinned individuals, which may take three to 
six months to disappear; (3) numerous milia in the area operated 
on, especially after two or three treatments; and (4) scarring 
in areas where the planing has been carried too deeply. 


PENICILLIN 


To THE Eprror:—Can the ordinary type of repository penicillin 
be used orally? To do this one would take aqueous procaine 
penicillin in 10 cc. vial (penicillin G) containing 3,000,000 
units, remove it from the vial, and dilute it for the desired 
amount per teaspoonful, the diluting being done with water. 


Edward S. King, M.D., Shelby, N. C. 


ANSWER.—It should be possible to use procaine penicillin in 
this way. Several of the commercial preparations of penicillin 
tablets for oral administration contain procaine penicillin rather 
than soluble penicillin. This method should result in some 
saving in cost to help offset the inconvenience involved. It should 
be realized that procaine penicillin administered by mouth does 
not possess the advantage of long action that it has when injected 
parenterally. The possibility of more rapid loss of potency with 
more dilute suspensions would have to be guarded against as 
well as inaccurate dosage because of less stable suspensions 
unless dispersing agents were added to the diluent. 


CARE OF TRACHEOTOMY PATIENTS 

To THE Epiror:—What, if any, deleterious effects might occur 
from the use of methyl cellulose preparations, similar to that 
used in patients with dry eyes, if this were instilled into the 
trachea of a person in whom laryngectomy has been done 
to moisten the tracheal mucosa? 


Jim Vaughn, M.D., Tyler, Texas. 


ANSWER.—References could not be found in the medical 
literature on the use of methyl cellulose in handling trache- 
otomy cases. In the early postoperative period following trache- 
otomy or laryngectomy, the following solution may be used to 
moisten the trachea and loosen thickened secretions: Terramy- 
cin (aqueous) 500 mg., Alevaire solution, 20 cc. and isotonic 
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sodium chloride solution 80 cc. This is kept in a dropper bottle. 
One or 2 cc. is instilled into the trachea before and after each 
tracheal aspiration. Suction catheters are sterilized each time 
they are used. If secretions are very thick, tenacious, or crust- 
ing, 125,000 units of Tryptar is added to this solution as an 
enzyme digestant. For the chronic care of a patient in whom 
laryngectomy has been done occasional irrigation with a mix- 
ture of Alevaire and sodium chloride solution should be adequate. 


POSTANESTHESIA GRANULOMAS 

‘To THE Epiror:—A patient who was severely burned about the 
back had extensive skin grafts for which she was given an 
anesthetic intratracheally. The intratracheal tube was in place 
for about six hours, Shortly after the anesthetic the patient 
developed a choking sensation. A laryngeal examination re- 
vealed two large granulomas, one on the right cord and one 
on the left cord, occupying almost the entire posterior third 
of the cords. Under direct laryngoscopy both granulomas 
were removed with biting forceps, obtaining apparently clean 
cords. The papilloma on the left cord has recurred and has 
been removed three times since. At the present time the papil- 
loma on the left cord is small but definitely present. Would 
x-ray therapy be a value of treating this patient, or should the 
granuloma be treated as it has been in the past, by surgical 


removal? M.D., New York. 


ANSWER.—The terms “granuloma” and “papilloma” are used 
interchangeably, although they are two distinct clinical entities. 
From the history, it is assumed they are postanesthesia granu- 
lomas. Occasional laryngoscopic removal when the lesions cause 
a voice problem is the treatment of choice. X-ray therapy would 
be of no value. A period of two weeks silence following surgical 
removal is recommended. 


ERUPTION ON LOBES OF EAR 


To THE Epiror:—A woman has itching of the ear lobes, accom- 
panied by swelling and weeping of the skin. This was attributed 
to earrings of the clamp type. Recently it has been noted 
that the reaction of the ear lobes has occurred after the appli- 
cation of Wood Violet cologne, and a similar reaction has 
occurred in the bend of the elbows where the material was 
applied. Please comment and name the constituent that may 
be the offender. 


Lester Adams, M.D., Greenwood Mountain, Maine. 


ANSWER.—The eruption described is no doubt due to the 
cologne. It is difficult, however, to say which of its constituents 
may have caused the eruption. Nevertheless, in some patients 
it is the oil of bergamot, although others of the constituents 
may have contributed to the eruption as well. Further, it is diffi- 
cult to obtain the exact formula of many of these proprietary 
preparations. A contact dermatitis due to the use of cologne is 
not infrequently seen, and exposure to the sun would seem to 
accentuate it. Concerning prevention, in addition to the avoid- 
ance of contact with any colognes insofar as possible, some 
of the antihistaminics have been successful in decreasing the 
threshold, but these have not been completely successful in full 
desensitization. 


SCIATICA 


To THE Epitor:—What is the present accepted treatment of 
acute uncomplicated sciatica of “rheumatic origin”? If Thi- 
amine hydrochloride still is one of the best remedies for this 
pathology, what doses would you suggest? Is the administra- 
tion of antibiotics of definite benefit? M.D., Ohio. 


ANSWER.—Acute uncomplicated sciatica of “rheumatic origin” 
is present in certain cases of rheumatoid arthritis or spondylitis. 
In any event, treatment should be directed toward the arthritis, 
and a careful search should be made for the cause of the sciatica. 
Eradication of the cause of the sciatica should be attempted. This 
may have to be surgical. Thiamine is useful only if the sciatica 
is part of the picture of thiamine deficiency; otherwise the ad- 
ministration of thiamine does not help. 


J.A.M.A., Aug. 20, 1955 


RHEUMATOID ARTHRITIS 

To THE Epitor:—A 23-year-old tractor mechanic has com- 
plained for five months of early morning tingling, pain, and 
swelling of both hands, not related to the position of sleeping 
and relieved after a few hours by heat and exercise. Physical 
examination (except for some coldness of the fingers), 
urinalysis, hemoglobin level, and sedimentation rate are 
normal, The symptoms are prevented by small doses of cor- 
tisone but not by aspirin. Will this patient develop more typical 


rheumatoid arthritis? [. p. Baxter, M.D., Hatch, N. Mex. 


ANSWER.—This patient’s symptoms are consistent with rheu- 
matoid arthritis in an early stage, but a definite diagnosis of this 
condition is not justified in the absence of objective joint swell- 
ing. It is likely that he will develop more definite signs of rheu- 
matoid arthritis, although the possibilities remain of a spontane- 
ous remission of symptoms or the continuance for months or 
even a few years of what has been termed the prodromal phase 
of the disease. Cervical ribs should be ruled out by roentgeno- 
grams. Symptoms of this nature could also be caused by sleeping 
with his arms over his head, the so-called hyperabduction syn- 
drome. It would seem preferable not to employ cortisone until 
the diagnosis has been made with certainty. Treatment should 
consist of additional rest, a more than adequate diet, and the 
use of heat and aspirin. 


GENERAL PARESIS 

To THE Epiror:—What percentage of people with general 
paresis or taboparesis would show a negative blood Wasser- 
mann and Kahn? D. H. Smith, M.D., Warren, Pa. 


ANSWER.-—The percentage of individuals with syphilitic in- 
volvement of the central nervous system with negative serologic 
tests for syphilis will depend on the duration of the disease, the 
amount of previously administered therapy, and the sensitivity 
of the serologic procedure employed. The statistics vary con- 
siderably, but in general it is believed that the blood Wasser- 
mann and Kahn tests, with present-day sensitivity, will give 98 
to 100% positive reactions in untreated paretics and 70 to 85% 
positive reactions in untreated tabetics. 


BRUCELLOSIS 


To THE Epiror:—May I compliment the author of the answer 
to the query on brucellosis in THE JouRNAL (158:705 [June 
25] 1955). The reply shows an unusual understanding of the 
problem of chronic brucellosis, including use of desensitiza- 
tion by heat-killed Brucella organisms and the frequent need 
for psychotherapy in these cases, in order to facilitate re- 
covery. The only part of the reply that is open to question 
is the statement that “the most effective anti-Brucella therapy 
is a combination of dihydrostreptomycin or streptomycin and 
tetracycline given over a period of at least two weeks.” Prob- 
ably the desire to condense the reply led the author to this 
dogmatic-sounding statement. Actually, the most effective sup- 
pressive therapy varies a great deal in different patients. In 
some, streptomycin and sulfadiazine (or triple sulfonamides) 
appears to be most effective, bringing about apparent cure 
in several patients who have remained well for nine years 
after its use. In still others any of the wide-spectrum anti- 
biotics are effective, depending on the patient’s tolerance and 
clinical response. Even the narrower-spectrum erythromycin 
exerts a suppressive effect in a large number of patients and 
may have the advantage of fewer and less severe side-effects. 
The most effective method in my experience, in the chronic 
disease, is desensitization with subtolerance doses of heat- 
killed Brucella abortus vaccine, alternating or concomitant 
with one or more antibiotics and sulfonamides. Failure of 
actual cure in many may be due to intracellular growth and 
reproduction of Brucella, as demonstrated by Buddingh and 
Goodpasture and by Castaneda and others. 


Harold J. Harris, M.D. 
25 Fifth Ave. 
New York. 
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